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Foreword 


The period spent in the Psychiatric Department is one of the most 
popular of the student appointments at University College Hospital 
Medical School. The reason is not far to seek. The department 
takes a great interest in its students who, attached singly or in pairs 
to one of the psychiatrists, often become involved in discussion with 
and management of patients. Informal discussions on patients’ 
problems and seminars are held regularly and, at these, ‘“‘broadsheets” 
or notes on various aspects of psychiatry are distributed and dis- 
cussed. This book arose from the collection of such broadsheets. 
It also includes a number of topics discussed with the students in 
their introductory clinical course as well as some additions to the 
regular broadsheets and it provides a simple, but fairly comprehen- 
sive, introduction to psychiatry with useful suggestions for further 
reading. e É 

I am confident that it will prove most successful and that it will 
both add to the high reputation of the department and attract 
students to take a lively interest in psychiatry and some to become 
psychiatrists. 


Professor of Medicine, M. L. ROSENHEIM, 
U.C.H. Medical School M.A., M.D., P.R.C.P. 
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Preface 


The original versions of these notes were known as broadsheets 
and were handed out to U.C.H. students to supplement other 
methods of teaching these subjects—case demonstration, case taking, 
seminar or lecture. They were written over a number of years, 
spontaneously or less spontaneously, by many different members of 
the department and different people in the hospital and medical 
school; they were in many cases efforts to present particular syn- 
dromes or problems, from the different angles of the several persons 
involved. We are indeed grateful to all our colleagues whose initial 
work made up the major part of this book; their names are listed 
below, in alphabetical order. Their contributions ranged from several 
complete sections to a few helpful paragraphs. 

As the number of broadsheets grew, various former students 
asked for copies, and we felt it worth while to present them together 
in a book. This has entailed a great deal of editing and, in many 
cases, of rewriting to bring the earlier broadsheets up to date and to 
present them in a moderately uniform style. We are thus responsible 
for the existing views, and also for any errors. In the process of 
editing it occurred to us to add a number of new broadsheets, 
principally on the reactions of the individual to various stages and 
stresses of his life, and these form Part VI of the book; we also 
collected, as Part IX, some discussions on ethical problems. Overseas 
readers will understand that the psychiatric and social services 
described in Part VIII are those available in Great Britain. 

Our thanks are due first to our hospital colleagues: 

The Rev. John Barker, Chaplain 

Dr. Patrick Hare, Consultant Dermatologist 

Mr. Bernard Harries, Consultant Neurosurgeon 

Dr. Peter Heaf and Dr. Monica McAllen, Consultant Chest 
Physicians 

The late Professor Will Nixon, Professor of Obstetrics 

Professor Joe Smith, Professor of Morbid Anatomy 

Dr. Gerald Stern, Consultant Neurologist 

Dr. Robert Trotter, Physician in Thyroid Diseases 


and to Dr. I. M. Marks of the Maudsley Hospital for his contribution 
on Behaviour Therapy. 


Secondly to all those past and present members of this department, 
psychologists, psychiatric social workers, psychotherapists and 
psychiatrists : 


Dr. Bernard Adams, Dr. Julie Altschulova, Dr. Michael Balint, Dr. 
Dorothea Ball, Mrs. Irene Bloomfield, Dr. Camilla Bosanquet, Dr. 
Michael Browne, Dr. Sidney Carlish, Miss Mary Clark, Dr. 
Katharina Dalton, Dr. Gwen Douglas, Dr. Ernest Dunkley, Dr. 
David Enoch, Dr. Eleanor Farrell, Miss Irene Forstner, Dr. Brian 
Garvey, Dr. Max Glatt, Dr. Mary Hare, Dr. Sonia Holmes, Dr. 
Stanley Jacobs, Dr. Elizabeth James, Dr. Jangoo Kohiyar, Dr. ‘Tony 
Lear, Mr. and Mrs. Moses Laufer, Mrs. Phyllis Mendoza, Dr. 
Margaret Morgan, the late Miss Eileen Morton, Dr. Jean-Claude 
Mougne, Dr. Desmond O’Neill, Professor Desmond Pond, Dr. David 
Prothero, Dr. David Pryce, Miss Grace Rawlings, Dr. Margaret 
Rich, Mrs. Adelheit Schweitzer, Dr. Paul Senft, Dr. Kenneth Soddy, 
Dr. Harold Stewart, Dr. Christopher Treves Brown, Dr. Elizabeth 
Tylden, Dr. Peter Whybrow, Mrs. Celia Williams. 


Thirdly, to our secretaries: none of the original broadsheets for 
this book would ever have appeared were it not for the devoted work 
of the secretaries in the hospital and medical school, and especially 
of those in this department led by Misses Jean Mann, Ruth Strong, 
Joyce Dell and Eileen Rutter; their goodwill and patience in 
preparing and correcting these drafts has exceeded even that of the 
publishers and printers in coping with last-minute alterations. 


Weare indeed very grateful to them all. 


Department of Psychological Medicine 
University College Hospital ROGER TREDGOLD 
May 1969 HEINZ WOLFF 


Part ONE EXAMINATION OF THE PATIENT 


ı Background, aims and 
technique of the interview 


THE BACKGROUND 


In hospital 

Students have already learnt how to take a history from a patient 
while on a medical firm: in many cases this has included questions 
about the patient’s emotional reaction to his illness, about psycho- 
logical factors in its onset, about his childhood, social interests, and 
work records, and his married life. Some assessment has been made 
of his personality, mental state and progress. Generally the student 
has learnt to make a good contact with his patient. 

In spite of this, he is often perturbed at the idea of meeting his 
first ‘psychiatric’ patient, and fears the interview may be embarrassing 
to him or to the patient. If so, he will nearly always find that the 
same principles of genuine interest, friendliness and sympathetic 
listening which he displayed on his medical firm stand him in equally 
good stead here, and that the patient will talk perfectly freely, and 
will be more relaxed at the end of the session. There are of course 
exceptions, such as the paranoid schizophrenic, or the manic, but 
these are rare. 

The student will certainly need to allow a reasonable time, and 
privacy, for his first interview, and will no doubt have read whatever 


documents are available before he starts. 


In a surgery 

The situation is rather different from a psychiatric department. 
Many patients come to a surgery with complaints which sound as if 
they may be psychogenic. This provokes in the doctor a reaction 
according to his personality and skill; if he has little skill he may be 
puzzled, be irritated, or despair, none of which is very helpful to the 
patient (or to himself); but if he has some plan of campaign and uses 
his natural consideration and commonsense, he may find he can do 
a lot by simple measures. 
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The first essential is to arrange for a longer interview, either at 
once, or, more likely, at some convenient opportunity. The time spent 
profitably on this may well be less than the time otherwise spent to no 
avail on the same patient over the next month or years. 

Ideally, both patient and doctor need to be relaxed (physically 
and emotionally). How this is best achieved must be left to the doctor’s 
personality, and the circumstances. But two points must always be 
remembered: long waiting beforehand is a very bad beginning for 
the patient, and an atmosphere of ‘rush’ is most inhibiting, especially 
to a patient who is shy and is rather guilty at taking up the doctor’s 
time. 


AIMS AND TECHNIQUE OF THE 
INTERVIEW 


The interview, whether by student or by general practitioner, has 
several aims which are often carried out simultaneously but must be 
considered separately here. It is important to realize that in any 
interview, even if primarily diagnostic, some simple, limited ‘first aid 
is being given. The aims are as follows: 


Collecting information 


There are certain rules: sympathy must be obvious, confidentiality 
assured, and no criticisms made or even implied if the doctor is to get 
the patient at ease, and ready to talk about things he is shy, guilty or 
fearful of. The patient may need the doctor to keep on telling him 
that he is interested in him as a person, and prepared to care for him: 
that certainly he will not laugh at him, nor despise him. 

Good listening avoids interruptions: essentially the patient will 
talk about what his problems are: and the listener can let him do so. 
Some guiding questions may however be required, for patients who 
are discursive or a little shy. It would certainly be a mistake to press 
someone too soon to discuss matters on which he is reluctant: 
these may include his views on sex, on religion, and on other people 
close to him: which, however important, may come out only when he 
feels confidence in his student or doctor. 

The patient may express anger and hate, and these the doctor must 
tolerate, though he has not got to agree with the patient’s views; it is 
easy enough if they are directed against a third party, less easy if the 
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attack is on something the doctor approves of, or is identified with 
(e.g. the medical profession); least easy if it is on himself. 

The whole history is not to be obtained at the first interview, since 
there may be no time, and in any case patients will talk more freely 
at a later interview. 

Nevertheless, some skeleton plan may be a useful guide for students 
to remember: it can gradually be completed if time permits: but 
hardly ever at one interview. This is given below (p. 4) as a reference. 

Physical examination should be done, unless satisfactorily and 
recently carried out by someone else, or unless temporarily contra- 
indicated, i.e. if thereby the patient’s anxiety over somatic factors 


would be increased. 


Diagnosis (in terms of personality reacting to stress) 
To reach this, the student or doctor should ask himself: 
1 Is there physical illness? If so, to what extent does it account for 
the symptoms? 
2 (a) What sort of person is the patient, and what does he want 
to be? 
(b) Why has he consulted me, with these symptoms now? 
(c) What is his feeling? Why is he feeling this way? Who is it 
that he feels this way towards? 
(d) Can his symptoms serve any useful purpose? And will he be 
better without them? 
(e) What does he expect from me? What can I expect from him? 
Is his attitude demanding, paranoid, rejecting? 
(f) What assets has he in his personality and environment? 
3 What is my attitude? Am I understanding the situation from the 
patient’s point of view, or from mine alone? What is my reaction to 


his behaviour? RR o 
He may then consider whether first aid is indicated. 


First Aid 

This has several stages: 

1 Release of emotional tension may have already begun by listening 
to the patient’s story and is helped if the doctor or student provides 
an appropriate reaction to emotional tension, i.e. reassurance for 
anxiety, hope in depression, tolerance of guilt and aggression. Above 
all, he must show that he has understood the situation from the 
patient’s own viewpoint or these attitudes may seem insincere and 
antagonize the patient. 
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2 Drugs are needed occasionally, (e.g. for insomnia) and diet should 
be adequate. P 

It is often difficult to realize that many patients may be adequately 
helped by first aid, and once tension is reduced, can solve their own 
problems and so need no further sessions. The exception here is 
clearly a patient who requires urgent action for medical or psychiatric 
reasons (e.g. if he is seriously threatening suicide). 

Subsequent steps are considered later (see p. 255). 


THE PSYCHIATRIC SOCIAL WORKER 


Ina psychiatric department, great help may be given by the psychiatric 
social worker (besides her other functions: see p- 270) in obtaining a 
history from the patient’s relatives: this is of course especially 
necessary in a children’s department, but even with adult patients 
the account of husband or wife, or some other relative is often 
extremely valuable. The patient’s consent must of course be obtained 
first. Often a very different view may be found, and so a much more 
comprehensive assessment of the whole picture can be made. 

In general practice this may be less necessary, since the doctor 
may know the patient’s relatives already: but even here, psychiatric 
or other social workers can be extremely useful. This is particularly 
so (in both situations) where the patient might feel that his relation- 
ship with the doctor would be impaired by any contact between the 
latter and possibly critical relations. 


2 Comprehensive outline 
of history taking 


(Remember again that this is not intended to be completed 
at every patient’s first interview) 


Date 
Patient’s name Age 
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Any other informant’s name and relationship to the patient, impres- 
sion of informant’s reliability. 
a 


PRESENT ILLNESS 


Complaints in detail 


Their nature, extent, duration and effect on the patient and his 
surroundings: circumstances existing at their onset: patient’s initial 
reaction, and his later ones. A detailed sequence of the development 
of symptoms and their effects should be made out. 


FAMILY HISTORY 
Father 


Health, age or age at death and cause of death: personality and 
occupation. 


Mother 
Health, age or age at time of death and cause of death: personality 


and occupation. , 
Age of each parent at patient’s birth and age of patient—and his 


reactions—at parent’s death. 


Siblings 
In order of age, with Christian name, personality, occupation, health 
or illness, marital condition. Miscarriages and stillbirths to be included. 


Patient’s reaction to birth of siblings. 


Social position 
Also ascertain the efficiency of the family and any familial diseases. 


Home atmosphere and influence 
The emotional relationship between parents and of patient to parents, 
siblings, and others is generally more important than just enumerating 
their names, ages and state of health. 


PERSONAL HISTORY 


Birth and early development 


Mother’s condition during pregnancy: feeding difficulties: health, 
milestones of development: habit training difficulties. 
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Neurotic Symptoms in Childhood 


Night terrors: walking in sleep: tantrums: wetting the bed: thumb- 
sucking: nail biting: faddiness about food: stammering: model 
child. 


School 


Age of beginning and finishing: standard reached: special abilities or 
disabilities: hobbies and_ interests: relationship to schoolmates 
(nicknames, bully or butt): attitude to teachers and work and games. 


Occupations (in full detail) 


Age of starting work: jobs held, in chronological order, with wages, 
dates, reasons for change: satisfaction in work: present earnings: 
ambition: relations to work mates, superiors and subordinates: 
interests outside work: ‘good mixer’ or not: leader or follower. 


Service: war experience 


Unit, rank, overseas: seen by psychiatrist or invalided out: disability: 
pension: war service: special stress. 


Menstrual History 


Age at first period: how regarded: regularity, duration and amount: 
pain: psychic changes: date of last period: climacteric symptoms. 


Sexual and marital history 


Masturbation: homosexual experiences: heterosexual experiences 
apart from marriage: abnormal experiences: duration of acquaintance 
before marriage and of engagement: husband’s or wife’s age, occu- 
pation, personality: mode and frequency of sexual intercourse: 
contraceptive measures: reasons for marriage: fidelity of partners: 
are they in love? Attitude to sexuality: sexual fantasies. 


Children 


Chronological list of children and/or miscarriages: patient’s attitude 
towards children: their mental and physical health. 


Previous mental illness 


All psychiatric symptoms for which treatment has or has not been 
received. If possible mention psychiatric disturbances or character 


6 


2 Comprehensive outline of history taking 


abnormalities noted by relatives or friends, but not by patient, and 
give details of nature, place of treatment and by whom. 


Medical history 
Illnesses, operations and accidents (chronologically) and the patient’s 
reaction to them. 


PERSONALITY BEFORE ILLNESS 


1 Social and intellectual activities, besides those already mentioned. 
2 Mood: cheerful, despondent, anxious, worrying, optimistic, 
pessimistic; self-deprecating, satisfied, over confident; stable, 
fluctuating (weeks or hours with or without reason); controlled, 
demonstrative. 

3 Character: timid, sensitive, suspicious, resentful, quarrelsome, 
irritable, impulsive, jealous, selfish, egocentric, reserved, shy, self- 
conscious, strict, fussy, isolated, withdrawn. 

4 Standards: moral, religious, social, economic, practical, aesthetic; 
attitude towards self, others, health, own body. 

5 Energy, initiative, hobbies, ability for self-expression. 

6 Fantasy life: daydreaming (frequency and content); dreams and 
nightmares (in detail); masturbation fantasies. 

7 Habits: eating (fads), sleeping, excretory functions. Alcohol, 
tobacco, drugs (specify amount taken recently, and earlier; when, 


and why). 


MENTAL STATE 


General Behaviour 

Does the patient look ill? Is he in touch with his surroundings? 
Gestures, grimaces, or other motor expressions. Much or little 
activity? Spontaneous, or how provoked? Slow, stereotyped, hesitant, 
or fidgety and tense, do movements and attitudes have an evident 
purpose or meaning? Do real or hallucinatory perceptions seem to 
modify behaviour? Does the patient, if inactive, resist passive move- 
ments, or maintain an attitude, or obey commands, or indicate 
awareness at all? Cleanliness in general, and as to excreta. 


Talk 
The form of the patient’s utterances rather than their content is 
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here considered. Does he say much or little, talk spontaneously or 
only in answer, slow or fast, hesitantly or promptly, coherently or 
discursively? Give sample of talk if significantly abnormal. 


Mood 


The patient’s appearance may be described, in so far as it is indicative 
of his mood. What are his answers to ‘How do you feel in yourself”, 
~y‘ What is your mood?’. Record the constancy of mood, the influences 
which change it, and the appropriateness of the patient’s apparent 
emotional state to. what he says. 


Delusions and Misinterpretations 


Does the patient hold false beliefs about himself or others despite 
all evidence to the contrary (delusions)? Does he misinterpret what 
happens and give it special meaning relating to himself (ideas of 
reference)? Does he blame himself or others? How firmly does he 
hold these views? [porta 


Hallucinations and other disorders of perception 


Auditory, visual, olfactory or tactile sensations without any corres- 
ponding external stimuli. When do they occur; at night, when 


falling asleep, when alone? Peculiar bodily sensations, deadness, 
unreality? 


Compulsive phenomena 


Obsessional thoughts, impulses or acts. Are they felt to be from 
without, or part of the patient’s own mind? Does he repeat actions, 
such as washing, to reassure himself? If so, does he realize that this is 
unnecessary? 


Orientation 


Record the patient’s answers to questions about his own name and 
identity, the place where he is, the time of day, and the date. Is there 
anything unusual to him in the way in which time seems to pass? 


Memory 


This may be tested by comparing the patient’s account of his life 
with that given by others, or examining his account for intrinsic 
evidence of gaps or inconsistencies, Where there is selective impair- 
ment of memory for special incidents, periods, recent or remote 
happenings, this should be recorded in detail and the patient’s 
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attitude towards his forgetfulness and the things forgotten specially 
noted. Record the patient’s success or failure in grasping, retaining, 
and being able to recall spontaneously or on demand three or five 
minutes later a number, a name and address, or other data. Give 
him digits to repeat forward, and then others to repeat backward, and 
record how many he can repeat immediately after being told them. > 


Attention and concentration 
Is his attention easily aroused and sustained or is he easily distracted 
or pre-occupied? To test his concentration ask him to tell the days 
or the months in reverse order or to do simple arithmetical problems 
requiring ‘carrying over’ (112-25) subtraction or serial sevens from 
100 (give answers and time taken). 


General information 


Tests for general information and grasp should be varied according 
to the patient’s educational level and his experiences and interests. 


Insight and judgment 
What is the patient’s attitude to his present state? Does he regard itas 
an illness, as ‘mental’ or ‘nervous’ or ‘purely physical’, as needing 
treatment? Is his judgment good? What does he propose to do when 


he has left the hospital? 


Relationship between the patient and the interviewer 


Was the patient co-operative? Suspicious, demanding, passive? Any 
change in the course of the interview? What were the interviewer’s 


own reactions to the patient, e.g. did he feel sympathetic, irritated, 
frustrated, sad, etc? 


Summary and formulation 


- Once his interview is over the student should do what he can to 


summarize the patient’s history, in terms which indicate how he has 
reacted to particular stresses and why. He will do no harm, even at 
this stage, if he tries to discuss what is most likely to help the patient. 
For this he will need to know something of psychodynamics and 
psychopathology. 

‘An account of these is found in Part II. 
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3 Psychological 
investigations 


Psychology as a science is concerned with the study of behaviour 
and in particular the thought and feeling processes associated with it 
and motivating it. Clinical psychology is directed primarily to a study 
of the ways in which the behaviour of patients differs from that of 
individuals comprising the ‘normal population’, defined in statistical 
terms without reference to disease processes. 

Departments of Psychological Medicine are concerned with the 

diagnosis and treatment of mental disorders, with the investigation 
of their aetiology and with the assessment of results of treatment. 
Clinical research has to be undertaken in support of all these; and 
also teaching of students in the various professions involved—doctors, 
nurses, psychologists, social workers and others. This is collaborative 
work in which the contribution of the psychologists is derived from 
the application of psychological knowledge, methods and skills to 
various aspects of patients’ problems and disabilities, to research 
design and to teaching. 
On the clinical side the psychologist is usually asked first for evidence 
on particular problems posed by the doctor, e.g. are there any signs 
of mental deterioration? Is the patient likely to respond to psycho- 
therapy? The necessary investigations may take few or several 
interviews and involve the use of various methods of assessment, 
including standardized tests, specially constructed experimental 
techniques and interviews which may be more or less structural. 

The principal methods of assessment used by psychologists 
are: 


Cognitive tests 
(1 Comprehensive scales, best known as individual tests of intelligence, 
from which some measure may be made of the efficiency of a patient’s 
present level of intellectual functioning. The scales normally include 
a variety of verbal and practical tasks designed to show whether a 
person has learned from his experience; whether he can reason and 


Io 


3 Psychological investigations 


apply acquired knowledge in new situations, whether he can remember 
and how he controls and directs his mental functioning. } 

From the evidence which these tests yield some comparison can 
be made between the intellectual status of a patient and that of his 
peers; this comparison can be expressed in quantitative terms usually 
as an intelligence quotient (IQ). This term formerly expressed the 
ratio between a person’s life age and his ‘mental age’ as shown by his 
responses to standardized tests.* The use of this ratio to indicate 
measures of intellectual ability enabled comparisons to be made 
between people of different ages and the status of the same perons 
on successive occasions! The IQ was found to have a fair degree of 
constancy due to the fact that the mentally subnormal develop more 
slowly than children of average intelligence and the intellectually 
able advance more quickly. This relationship was thought to apply 
consistently but more recent work has shown the need for caution 
in accepting it as a universal trend. Resolution of some statistical 
difficulties resulted in ‘artificial’ IQs based on the standard deviations 
of the test for the age groups tested, but there remain errors from 
other sources, in particular individual rates of change in growth and 
deterioration and the effects of early learning, influenced as it is by 


The IQ as a measure of ability in adults is falling into disuse and in 
the case of children requires quali cation and interpretation if it is 
to serve as a useful guide in education.) 

It may also be possible to form some opinion, based on these 
tests, of the relation between the patient’s efficiency and his potential 
ability or between his present function and his former efficiency, 
but these opinions cannot always be expressed quantitatively or 
with the same degree of confidence as the estimate of his global 
intelligence. However, they are important observations and may be 
pointers to the need for further investigation. Also they will have 
refined the questions to be answered. 

2 Sub-scales and tests of specific processes, e.g. of learning, of memory, 
of concept formation, yield more precise information on these 
functions and enable discrimination to be made, for example, between 
recall of material presented visually and that presented aurally, or 
they may throw some light on the patient’s rigidity or flexibility of 


` 


_ Mental age 


* IQ (in children up to the age of 15) = X 100. 


Chronological age 


In the population as a whole intelligence follows a normal distribution curve; 
the average IQ is 100 and the majority of scores lie between 75 and 125. 


It 
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thought. Such data have relevance for the diagnosis of various 
psychiatric conditions as well as for the rehabilitation of patients in 
psychiatry and other branches of medicine. 

«Consequently, where there are complaints of intellectual difficul- 
ties, or impaired concentration or memory, which could be due to 
psychological or neurological causes, standardized tests of memory 
and learning ability, as well as intelligence tests, are used to assist in 
differentiating between them.) 

Children referred for investigation are always given intelligence 
tests, since the level of their ability affects their adaptive behaviour 
and their acquisition of skills. School backwardness is associated 
with many psychiatric problems in childhood, and it is important 
to know the level of a child’s intelligence in order to have reasonable 
expectations of him, both as regards attainments and rate of progress. 
3 Tests of aptitudes or attainment, e.g. of mechanical ability, of 
language skills, may provide a basis for educational guidance and 
vocational guidance. Lack of adjustment between a person’s abilities, 
achievements and aspirations is fertile ground for the development 
of personal and social maladjustment. Therefore information on their 
assets and deficits is often required before a sound programme for 
their treatment can be drawn up. While problems of this kind are 
frequently found in psychiatric practice they are by no means con- 
fined to it, nor even to a patient population. 


Personality tests 


1 Inventories, questionnaires and other direct methods by which 
information about the _patient’s symptoms, attitudes, interests. 
experience and relationships, are elicited and brought together in an 
orderly form—providing material which may be treated statistically. 
Data of this kind lends itself to comparative studies, e.g. of patients 
in different diagnostic categories, and also contributes to a body of 
knowledge on personality development and the probable associations 
between character traits and different symptom formations; e.g. the 


w\_ Maudsley Personality Inventory devised by Eysenck gives a measure 


“ of patients’ neuroticism and extroversion, : 
2 Projective techniques. In all these (e.g. Rorschach, Thematic 
Apperception Test) the material presented to the patient, usually 
in pictorial form, is comparatively vague, unstructured and ambiguous, 
so that he is led to interpret it in terms of his own unconscious 
attitudes and expectations, feelings, and phantasies. They thus 


I2 


3 Psychological investigations 


provide information about the patient which, often, could_not be 
obtained either from interview or questionnaires. 

Data of this kind are less susceptible to quantification but the 
techniques offer a holistic approach to the study of personality which 
often leads to further understanding of intra- and inter-personal 
stress, individual needs of a psychological nature and the ways 
in which a patient interprets and structures his personal environment. 
Thus projective techniques enable the psychologist to build up a 
picture of the patient’s personality, and may be helpful in differen- 
tiating between various kinds of neurotic and psychotic disturbances 
and in gaining a picture of the major defence mechanisms used by the 
patient. a ae 
3 Individual experiments. Tests have been constructed and_stan- 
dardized for the assessment of many facets and features of human 
behaviour. Nevertheless, the clinical psychologist lacks techniques 
suitable for the investigation of some problems that occur. He then 
has recourse to experimental methods of his own devising based on 
psychological principles. These can yield useful data, but in an 
unstandardized form. Problems which might require such methods 
‘of investigation include those of patients who have suffered a cerebral 
accident as a result of which they cannot easily express _a_con- 
ceptualized response, or patients with unusual_combinations of 
handicaps or those from different cultural backgrounds for whom the 
tests and questions comprising standardized tests might have 
different meaning or relevance. 


Links between investigation and treatment 

The psychologist’s investigation, by cognitive and personality 
testing, of the aetiology of a patient’s symptoms is of interest beyond 
the diagnostic stage since the origin of symptoms may affect the kind 
of treatment chosen. More generally, the psychologist may help in 
assessing whether a patient by reason of his personality is suitable 
for one type of treatment or another; what is the likelihood of 
psychotic breakdown during psychotherapy; in what sense the 
personality is functioning effectively; and how. the patient is likely 
to react to situations of stress. 
~ Results of investigations are presented and interpreted to those 
concerned with the patient, not only to help elucidate his problem but 
so that the relevance of the finding to his treatment may be con- 
sidered. Some of the data is relevant to symptoms and present issues, 
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some to the ongoing personality growth and adjustment of the 
individual. As discussed elsewhere (see p. 000) pathology cannot be 
studied apart from the person in whom it occurs. At times communi- 
cation about it can be complicated, but doctors, nurses, occupational 
therapists or whoever may be involved are likely to get a better 
response to their treatment of the patient’s pathology when they take 
account also of his motivation, his talents and temperament which 
bear on his cooperation and their interpersonal relationship. : 
Staff discussion is therefore often necessary to relate psychological 
and other findings before a decision about treatment is reached. 
Subsequently, when necessary, discussions at a different level are 
held with those who have some further responsibility towards the 
patient, e.g. relative, teacher, employer, to ensure that maximum use 
is made of knowledge gained about the assets and deficits of the 
patient’s personality. For example, it is common practice for psy- 
chologists to visit the schools of children who become patients. It is 
helpful to learn from his teachers something about the social and 
psychological climate in which a child is working and to try to assess 
possible sources of stress for him in his work or play; and by giving 
teachers further insight into his difficulties and potentialities some 
modification of his environment may result which is therapeutic in 
its effect. 


FURTHER READING 
Anastasi, A. (1961). Psychological Testing, New York, Macmillan. 
Hetherington, R. R., Miller, D. H., and Neville, J. G. (1964). Introduction 
to Psychology for Medical Students, London. Heinemann. 
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Part Two PSYCHODYNAMICS AND 
PSYCHOPATHOLOGY 


4 Basic principles 


There are three approaches to psychiatry, all of which play an 
important part in the understanding and management of psychiatric 
illness, often in various combinations depending on the nature of the 
particular mental disorder under consideration. These are first, 
the organic approach which like the rest of medicine is concerned 
with organic pathology, including anatomical, neuro-physiological 
and biochemical disorders underlying mental disease; secondly, the 
social-psychiatric approach which deals with those factors in the 
patient’s environment, especially his family and society, which play a 
part in the origin and course of his illness; and thirdly, closely related 
| to this, the psychodynamic approach which will be considered next. 
| The field of psychodynamics is concerned with the study of the 
mental or psychological processes in health and disease, and tries to 
understand these in terms of personality development and theinfluence 
of personal experience. In psychodynamics these psychological 
processes are considered in their own right and no attempt is made to 
| translate them into physiological terms although no doubt all human 
psychological experience ultimately depends on cerebral function. 
| Psychopathology refers more specifically to the study of the psycho- 
logical processes responsible for abnormal mental states. Normal 
and abnormal psychodynamics overlap considerably and knowledge 
of the former is partly derived from clinical observation of patients 
| undergoing psychotherapy. The methodology of the psychodynamic 
approach differs from that of the natural sciences in so far as it is 
| only partly concerned with objectively observable and measurable 
phenomena such as behaviour. In so far as it deals with the detailed 
study of the development of individual personalities and their inner, 
subjective experience, including especially their feelings and fan- 
tasies, its approach often has to be historical and descriptive and in 
these respects measurement and controlled experiments are some- 


times not applicable. 
HISTORICAL DEVELOPMENT 
The systematic study of psychopathology originated with Sigmund 
T5 
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Freud’s work on hysteria (Breuer and Freud, Studies in Hysteria, 
1895). Although greatly influenced by these early discoveries of 
psycho-analysis, especially the importance of unconscious mental 
phenomena and of childhood development, psychopathology has 
developed a great deal since. Freud’s early emphasis on biological 
instincts (drives), especially sexuality and aggression, as the basis for 
understanding the human personality has become modified as the 
result of his own later findings and those of other psycho-analysts, 
psychotherapists and Psychologists (see p. 223). There has been an 
increasing interest in the more conscious and rational aspects of the 
personality (ego psychology), especially under the influence of Anna 
Freud and Heinz Hartman, and in problems of human interaction and 
the influence of society. Melanie Klein has stressed the importance 
of very early developmental processes in infancy in relation to such 
objects as parts of the mother’s body and later the whole person of 
mother (object relationships). The Neo-Freudians have stressed the 
importance of the human personality as a whole functioning unit 
and its relationship to the culture in which he lives; Erikson has 
drawn attention to the process of identity formation, especially in 
adolescence, and existentialist psychiatrists have emphasised the 
need to understand the patient’s actual experience and his mode of 
existence in the world in which he lives. 


BASIC CONCEPTS 


constitutional and acquired physical make-up but in psychodynamics 
we are concerned with the psychological phenomena themselves. 


3 The manner in which one 
drives influences to a large ext 
in health and disease. 


handles one’s sexual and aggressive 
ent the function of one’s personality 
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The Unconscious often finds expression in one’s dreams and in 
neurotic symptoms in symbolic form (symbolism) (see p. 18). 
5 Freud developed the concept of three aspects of human personality 
structure, the zd, ego and superego; these are sometimes referred to 
as three parts of the ‘mental apparatus’. However, it is better to 
think of these not as structural entities but as useful terms for 
describing certain aspects of psychological functioning. The id is a 
term used to describe the basic, inborn drives, especially sexual 
and aggressive impulses demanding immediate gratification (pleasure 
principle). The term ego is used to describe the more rational, 
controlling aspects, partly conscious and partly unconscious, of the 
personality which control the id impulses and adapt them to the 
demands of the environment (reality principle) and of the superego. 
The latter comprises our conscience and ideals, which are derived 
from parental and cultural influences through a process of intro- 
jection and identification from early childhood onwards. i 


APPLICATIONS OF PSYCHODYNAMIC 
CONCEPTS 


1 Psychodynamic concepts help us to understand the nature of the 
human personality as a whole, including inner experience and out- 
ward behaviour in health and disease. 

2 They throw light on the nature of human interaction, e.g. between 
parents and children, between marriage partners and in society in 
general. 

3 A special case of this is the relationship between doctor and patient. 
Patients, whether suffering from physical or psychiatric disorders 
tend to re-experience emotional reactions which were originally 
directed towards members of their own families, especially parents 
in childhood, in relationship to their doctors. Such transference 
phenomena occur in all human relationships but they are especially 
important in psychotherapy and psycho-analysis (see p. 223). 
Similar inappropriate reactions of the doctor to his patient are known 
as his counter-transference. , l . 

4 All psychotherapy; especially its major forms such as analytically 
orientated psychotherapy, 1s based on psychodynamic concepts. 

5 The aetiology of the psychoneuroses (anxiety states, phobic states, 
conversion hysteria, neurotic depression and obsessional neurosis) 
and the meaning of psychoneurotic symptoms are best understood 


in psychodynamic terms. 
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6 The same applies to the personality disorders, e.g. hysterical and 
obsessional personalities, homosexuality and other sexual disorders. 
7 The symptomatology of the functional psychoses (schizophrenic 
reactions, affective disorders) can often be understood in psycho- 
dynamic terms although a combination of organic, social and psycho- 
logical factors may all play a part in their origin. ‘ 

8 In the psychosomatic disorders (asthma, peptic ulcer, ulcerative 
colitis, etc.) in which emotional stress has led to organic disease the 
nature of the underlying conflicts is best understood in psycho- 
dynamic terms although the mechanism responsible for the organic 
lesions must be explained in organic terms. 


THE PSYCHOLOGY OF 
DREAMS x SLEEP 


One of Freud’s most important and original discoveries was his 
psycho-analytic theory of dreams. He found that by asking panen 
to free-associate about their dreams, repressed unconscious materia 
could be brought back into consciousness; he thus called the analy sis 
of dreams ‘the royal road to the Unconscious’. In ‘The Interpretation 
of Dreams’ (1900) he analysed many of his own dreams and for- 
mulated his dream theory. š 
Briefly, he considered that the dream expresses unconscious 
impulses and wishes, often using material from events of the previous 
day, the so-called day residue; but the unconscious or ‘latent’ dream 
content is modified or disguised by the so-called censor which 
converts it into the actual or ‘manifest’ dream. This process of 


which is really the dreamer’s Own, is attributed to an unknown 
stranger in the dream; condensatio 


and by allowing wishes, which might otherwise wake him up, 
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apparently to be fulfilled while the person is asleep, the dream acts 
as a ‘guardian of sleep’. 

_Recent physiological studies have confirmed several of Freud’s 
views (Hawkins 1966), namely that everyone dreams, that a great 
deal of what has been dreamt is repressed and hence forgotten, and 
also that dreaming is accompanied by motor inhibition, by diminished 
arousal and reduced awareness of external stimuli, while there is 
increased activity of the vegetative nervous system and often sexual 
Stimulation, depending on the dream content Thus it has been 
shown by EEG studies (Dement and Kleitman 1957) during sleep 
that at regular intervals the individual enters a stage during which 
the EEG shows asynchronous, rapid, low voltage activity accom- 
panied by rapid eye movements (stage 1, REM sleep); these stages 
Occur approximately every go minutes several times during the night, 
and in an adult they occupy about 20% of the total night’s sleep. If 
an individual is awakened during such a phase he will report vivid 
dreams but if he is woken some time after the REM sleep is over, a 
large proportion of the dreams will have been forgotten. Measure- 
ment of skin resistance and muscle.tone have shown that arousal is 
usually diminished and that there is widespread motor paralysis 
during REM sleep, and in males there is often evidence of penile 
erection. The theory that the function of dreaming 1s to guard sleep 


18 only partially true because, if an individual is woken up each time 
€ enters a phase of REM sleep for several nights running, he will 
Not only show signs of mental irritability during the day, but during 


the first night he is allowed to sleep undisturbed he will make up 
for the amount of dream or REM sleep lost by spending a pro- 


Portionately longer part of the night’s sleep in this stage. In other 
a necessary phenomenon in its own 


Words dreami ears to be z ; 
right in addition Fi Pprevertiog the individual from waking. Freud’s 
Original view that all dreams are wish fulfilments has also had to be 
modified in as far as dreams seem to have a wider psychological 
function, expressing many of the individual's conflicts and his 
attempts at solving them. It is also often possible to understand the 
Meaning of a manifest dream without necessarily having to trace it 
back to an underlying latent content; and although symbolism 
undoubtedly plays a very important part in dreaming, and for that 
matter in many other human mental processes, one symbol may have 
many different meanings, depending on each individual’s past and 
pres : e culture he belongs to. In spite of these 


present experience and the C to. 
modifications of Freud’s original dream theory it is remarkable how 
z9 
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much of it still holds and has in fact received confirmation from 
modern physiological studies. 


REFERENCES : meng 
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5 Personality development 


INTRODUCTION 


Personality development starts from the genetically endowed na 
logical organism of the newly born infant and continues until Bs 
has been transformed into the adult personality under the eed 
of biological maturation and the formative influences of experien 
arising from human and social interaction, the 
Knowledge of Personality development js important for 
understanding of mental processes (psychodynamics) ; abnorma" 
development may lead to pathological mental processes (psycho 
pathology) which may, in combination with biological factors an 


environmental stress, lead to symptom formation and psychiatric 
and psychosomatic illness. 


development is based on several disciplines 
children (Piaget), prospective studies,” learn: 
mental psychology,” psycho-analysis an 
and on social and anthropological obse: 


irect observation of 
ing theory and experi- 
d related analytical schools, 
Tvations,) 


STAGES OF DEVELOPMENT 


1 Stage of absolute dependence of the infant on its mother 


This is the symbiotic phase or period of Primary identification. 


20 


a 


(Our knowledge ef human personality 
“d 


Ole 5 Personality development 


iok 

Acc, NOMS D serrer eee 
There is no sense of separate ‘self’ as yet. Failure on the part of 
mother or mother-substitute threatens the baby with total annihila- 
tion. Compare symptoms of extreme dependence, severe anxiety 
(‘existential anxiety’) and depersonalization in psychiatric disorders, 
confusion of identity in schizophrenia and the effects of drugs 
(LSD), toxic states and sensory deprivation. 


2 Gradual development of a sense of separate existence (self) 
Persistent dependence on parents now gives rise to fear of loss of 
security and affection, so-called separation anxiety. Ill effects occur 
from separating children from their mothers, e.g. by hospitali- 
zation (Bowlby): infants separated from their mothers for more than 
a day or two pass after a period of acute despair into a state of apathy 
and depression (hospitalism). On rejoining their mother they fail to 
recognize her and become anxious, clinging children. These effects are 
most marked if separation takes place between six months and three 
years but harmful results may occur in older children up to the age 
of five or six. Institutionalization has similar immediate and long- 
term effects on personality development. Such maternal deprivation 
may lead to asocial behaviour, delinquency or to increased liability 
to anxiety states and depressive reactions in later life. Similar 
observations have been made in animal studies by separating newly 
born monkeys from their mothers and following their behaviour 


and development (Harlow 1961). 


3 Mother and father experienced as either ‘good’ or ‘bad’ 

The infant experiences the good mother who pleases him as separate 
from the bad mother who displeases him. Entrojection. of good 
experiences lays the basis for future trust, of bad, disappointing or 
painful experiences for future mistrust. Both are inevitable in child- 
hood but a preponderance of good esp euencs Js essential for future 
healthy development. The child’s aggressive feelings directed against 
the frustrating mother also lead to fear of punishment and rejection 
(persecutory anxiety). Projection. of these early experiences on to others 
influences our future ee ae Compare, for example, neurotic 
fears, paranoid delusions, marital maladjustment. 


4 Emergence of a sense of concern for others 


d bad aspects of the parent (mother) are Now experienced 
be ea to one and the same person. This leads to feelings of 
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hate directed towards the same person (ambivalence) wile 
eelings of concern for the person who is loved and neede , 
and guilt feelings on account of associated angry feelings or wae 
real or phantasied. An exaggerated sense of guilt (superego), usually 
the result of excessive disapproval or punishment by the parents, 


eer NEE : i or 
may lead to future psychiatric illness, especially depression 
obsessional neurosis. 


‘ r -child 
5 Special importance of feeding experiences in the mother: chi 
relationship (oral stage)- 


Feeding is not only a means of satisfying hunger but is also a peti 
able activity. The mother’s attitude towards the child at this $ a 
profoundly affects the child’s relationship to her. Satisfactory-Olt 
experiences lead to pleasure in which the mouth is the main be p 
for pleasurable contact with mother, associated with passive va 
tiveness and active taking in (sucking). This lays the basis a 
trusting, accepting relationship to mother and good, trusting rela ness 
ships in later life. Frustrating experiences lead to demanding 
and angry biting and screaming attacks, or to food refusal.f 4 
early reactions may adversely influence future character formation 

lead to symptom formation. Note e.g. greed, demandingness i xia 
compulsive over-eating in some depressive patients and anor the 
and withdrawal from all human contact in others. Note also at 
influence of emotions on gastric function as in ‘nervous indigestio” ' 
hysterical vomiting and in the development of peptic ulceration. 


6 Special importance of excretory functions and toilet tr aining 
in the mother-child relationship (anal stage) i 

The child now develops an interest in its own excretory product; 
in the processes of retaining and expelling and in gaining we 
over these functions. Simple encouragement and approval on ni 
part of the mother allows the child to attain such mastery over i 
sphincters at his own pace by a process of identification based on. t™ 
natural wish to please her and get her affection and approval. he 
rigid and controlling an attitude on the part of the mother makes t 
child rebel and it may use its excretory functions as weapons 1P 
battle against her (battle for autonomy), e.g. constipation, soior 
bed-wetting. These early experiences may also affect future charact®? 
formation.{Compare adult character traits of obstinacy, or of extrem 
submissiveness and compliance. The wish to make a mess may 
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survive in later life or may be suppressed with resultant obsessional 
tidiness and perfectionism (reaction formation). Note the concept 
of unconscious fixation at, and regression to the anal stage in patients 
with obsessional symptoms. Note also the effect of emotions on 
adult bowel function as in constipation, functional diarrhoea and 
spastic colon. 


7 Increasing interest in genital organs and sexual phantastes 
(autoerotic activities) g ral = 
An attitude of acceptance on the part of parents of these normal PEN 
interests and of auto-erotic activities in childhood lays the basis for ,, p 
future positive attitudes to sexuality. A punitive, puritanical parental 
attitude leads to fear of punishment for forbidden sexual pleasure, to 
anxiety and guilt feelings associated with sexual activity. [Note 
‘castration anxiety’ in boys and corresponding anxieties concerning 
their feminine attractiveness and sexual and reproductive functions 
in girls. Girls may also develop envy of the male role, so-called penis 
envy, especially in families and cultures in wiek there is a marked 
preference for the male members of society. | Hence arise such later 
symptoms as masturbation guilt, impotence, frigidity, difficulties in 
accepting one’s sexual role, or compulsive promiscuity to prove one’s 
ability to attract the opposite sex and to function adequately in 
sexual relationships (reaction formation). Anxieties may also get 
attached to other pleasurable activities endowed with sexual signifi- 


cance, 


8 The Oedipal stage (age 3 to 5) 

hment to the parent of the opposite sex leads 

and jealousy of the parent of the same sex. 
Persistent feelings of love and affection towards the latter lead to 
ambivalence and fear of rejection or punishment. Sublimation, yni 
postponement of gratification and identification with the parent of the tw. 
same sex leads to resolution of the Oedipal conflict and thus to further h 
strengthening of one’s own. biological, sexual role. {Failure of such 
identification, or identification with the parent of the opposite sex, x 
may lead to uncertainty about ones sexual role and homosexuality, 
Persistent fixation on the parent of the opposite sex may interfere 

with the choice of a satisfactory partner outside the family in later 


life. ia 
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9 Increasing importance of social influence outside the family 
(so-called latency period) 
Growing sense of identity and healthy self-image arises out of further 
satisfactory identifications, now with persons outside the family, 
teachers, friends, etc. There is a need for encouragement and sense of 
achievement in personal, educational and athletic activities. Excessive 
pressure or criticism by parents and teachers and the imposition of 
alien or contradictory expectations (‘double binding’) may interfere 
with identity formation and lead to withdrawal into a fantasy life, 
the adoption of false roles and social isolation, often with feelings of 
depression (schizoid personality). 


10 Adolescence (see also p. 185) 
The physiological changes associated with puberty lead to important 
new problems in development. These include the following. Sexuality 
becomes a practical reality leading to capacity for orgasm, mastur- 
bation, and a desire for sexual relationships, homosexual or hetero- 
sexual. ‘The problem of fusing tenderness and affection with sexuality 
arises. How these sexual needs are dealt with depends to a large 
extent on previous experiences at earlier stages of development and 
the attitude of the parents and society towards the adolescent. At 
the same time there arises a struggle for independence from parents, 
often in conflict with persistent dependency needs. The struggle for 
independence leads to rebellion, rejection of past values and identi- 
fications derived from the family, and to the need to be an accepted 
member of one’s peer group instead, and to experiment with new 
values and identifications. The outcome of these developments is, a 
growing awareness of an independent identity of one’s own. Failure 
may lead to an adolescent crisis, often marked by depression, 
disturbed behaviour and sometimes by an overt psychiatric illness. 


11 Concept of healthy adulthood (not a final achievement but 
subject to further progressive and retrogressive changes) 

The following are some of the characteristics of a healthy adult which 
arise from satisfactory experiences at earlier stages of development: 
a satisfactory sense of identity and self-image; a capacity for adapta- 
tion to society without undue conformity; concern for others, and an 
ability to tolerate frustration, losses, sadness, conflict, anxiety and 
guilt without the breakdown of defences and the development of 
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psychiatric illness; a capacity to fuse affection with sexuality, to show 
anger and to make reparation, and to express one’s potentialities in 
work and pleasure. 


6 Symptom formation and 
mechanisms of defence 


Symptoms are liable to develop when psychological conflicts are in 
danger of disturbing the dynamic equilibrium necessary for the 
normal functioning of the personality within its social setting. Con- 
flicts often arise from stressful situations in relation to other people 
or to society but such external conflict situations lead to internal 
conflicts and it is the latter, often reinforced by past conflicts re- 
awakened by the present situation which may cause a breakdown of 
defences and symptom formation. Such intra-psychic conflicts may 
exist between opposing instinctual (id) impulses such as love and 
hate directed towards the same person (object), or between one’s 
instinctual wishes, the id, and one’s conscience or superego. Such 
conflicts are often partly or wholly unconscious but they give rise to 
anxiety which acts as a danger signal. How such conflicts are dealt 
with depends largely on the person’s ego functions. Normally the 
underlying conflicts, if sufficiently conscious, and the accompanying 
normal anxiety are dealt with by realistic action, by sublimation, by 
postponing gratification and by tolerating normal degrees of frustra- 
tion, anxiety, guilt and depression. This is helped by favourable 
factors in the environment including the support of others. 

If these methods fail, as may be the case in people whose personality 
development has been disturbed or if present day stresses are excessive 
and insoluble, the anxiety may persist and become excessive, and 
symptoms of an anxiety state may develop, often accompanied by 
somatic manifestations of anxiety such as palpitations, sweating, 
trembling, diarrhoea or insomnia and these may lead to secondary 
anxiety. If the anxiety is repressed the patient may develop symptoms 
of conversion hysteria or of an obsessional neurosis instead. If the 
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anxiety has followed a loss or is due to guilt feelings associated with 
aggression.a neurotic depression may develop. In practice several of 
these psychoneurotic manifestations may co-exist in the same patient 
e.g. an anxiety state with depression or a mixture of hysterical 
symptoms and anxiety, so called anxiety-hysteria. Persistent unresolved 
intra-psychic conflict may also lead to psychosomatic disease with 
organic pathology. Withdrawal from the painful reality situation into 
the world of fantasy may lead to psychotic states with delusions and 
hallucinations. 


The details of psychological symptom formation are sometimes 


best understood in terms of the so-called mechanisms of defence . 


employed by the ego in its effort to deal with the threatening inner 
conflicts. These defence mechanisms should be regarded as descrip- 
tive terms referring to observable psychological phenomena. They 
play a part in normal mental functioning but their excessive or 
, inappropriate use or their failure may give rise to psychiatric symp- 
toms. For example, some degree of repression of sexual wishes 1S 
normal, too great a degree may lead to neurotic inhibition, complete 
lack of repression may lead to eruption of unconscious sexual wishes 
into consciousness causing socially unacceptable behaviour. The 
following are some of the ego mechanisms of defence that have bee? 
described. They are not mutually exclusive; they are not always 
successful. 


> Repression 

Being totally unconscious of such inner impulses as wanting to ba 
aggressive, sexually promiscuous, etc. The repressed impulse may 
find symbolic expression in the patient’s symptoms, e.g. in conversion 
hysteria where the symptom may represent in symbolic form bo 
the repressed wish and the defence against it, e.g. a patient with 
a hysterical paraplegia may simultaneously draw attention to the 
sexual, lower half of her body while at the same time indicating 
the complete absence of any sensations or movements in this part 
of her body. (In contrast to repression, suppression means being 
conscious of inner impulses "ar contol their outward ex- 
pression.) 


Denial 


mee 


Consists of being unaware of an external reality situation, e.g- 
denying that a close relative has actually died as in psychotic states. 
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It is also used to describe the tendency to deny feelings and thoughts 
of which one is in fact almost, if not entirely aware. 


Displacement 
Displacing an affect from one object to whom it originally belonged 
on to another, e.g. no longer being aware of feeling angry with one 
person but being angry with someone else or damaging an inanimate 
object instead. 


Isolation 


Isolating a thought from its appropriate affect, e.g. having aggressive 
thoughts without the expected accompanying feelings of anger. 


Magic undoing 
If for example, someone believes that his aggressive thoughts could 
magically lead to someone else’s death, magic undoing would consist 
of having a loving thought or carrying out some ritual instead in the 
belief that this would magically protect the object of one’s aggressive 
thoughts from danger. Commonly seen in the obsessional neuroses 
but also in superstitions and primitive religious ceremonials. 


Reaction formation 
Behaving in a manner which is the opposite to forbidden, repressed 
desires, e.g. being excessively clean and perfectionist as a reaction 
against the wish to make a mess, or being non-aggressive and submis- 
sive as a reaction against the repressed wish to destroy and dominate, 


Introjection 
Dealing with. the loss of someone’s affection by. introjecting his 
attitudes and personality, ¢.g- feeling that one has acquired the 
characteristics of a close relative who has died, thus making oneself 


feel that one has not completely lost him. 


Identification 
A similar process but extending further to actually becoming like 
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the other person. This plays an important part in normal personality 
development but also leads to neurotic symptoms, e.g. in hysterics 
who develop someone else’s symptoms by identification. This process 
also plays a part in normal mourning and in depression following a 
bereavement when the patient feels identified with tle deceased. 


Projection 


Attributing one’s own feelings and thoughts to someone else, e.g- 
being unaware of feeling angry but attributing one’s angry feelings 
to someone else so that one feels persecuted by him, as in paranoid 
states. 


Regression 
Regressing to earlier childlike stages of development and reacting 
and behaving accordingly; e.g. a child of eight may under stress wet 
his bed and revert to thumb-sucking. 


Rationalization 


Explaining one’s actions and attitudes by distorting the facts and 
by producing false intellectual excuses, i.e. being dishonest with 
oneself, a common mechanism in every day life; e.g. by finding high- 
sounding reasons for why one has lost one’s temper. 


Sublimation 


Attempting to deal with one’s socially unacceptable aggressive Or 
sexual wishes by developing socially more acceptable outlets, 
e.g. sport as an outlet for aggression or male friendships as a subli- 
mation for homosexual wishes. 


Reparation 


Being helpful and constructive as a compensation for inner destructive 
impulses. Often a source of creative activity in normal life. 


Although these mechanisms of defence are useful in our under- 
standing of some normal and abnormal psychological phenomena 
they have descriptive rather than explanatory value and sometimes 

| symptom formation is better understood in terms of disturbance of 
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the whole personality, e.gyfailure of identity formation adoption of 
false roles under external pressure,lienation from one’s ‘true self’ 
or from one’s personal or cultural background, gwithdrawal from 
one’s inner experience leading to a sense of inner emptiness and 
depersonalization, or withdrawal from reality into fantasy as in the 
psychoses. ¢ 
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PART THREE THE PHYSICAL BASIS OF 
MENTAL ACTIVITY 


7 The development of the brain* 


The last part of this book gave some account of the human being’s 
psychological development, and the various healthy and unhealthy 


reactions which might occur under 


associated with ph 


ysiological change 


stress. These reactions are 


ship of mind and body is still the subject for argument, it is obvious 
3 defect or disease affects psychological growth and 
function. While the central nervous system is not the only physical 


that gross physical 


system involved, it is the most importan 

function are therefore briefly described next. 
„Man shares with other animals a genetic sys 

diploidy in the cells of the body, 


during the format 


produce a fertilized egg in which the 
diploid, one half being derived from eac 
of the egg these same chromo 


ion of gametes, and 


of tissue. The development of all the 


must involve the simultaneous an 
numbers of genes and circu 
cytoplasm, by which the 
molecules being synthesized in t 
immediately responsible 
be active (Waddington, 1956). In t 
er epigenetic factors as We 
een demonstrated in animals. They 


to suppose that oth 


in man although they have only b 


are fundamental in 


site of the early embryo, t 
ectoderm to respond to, or 


mesoderm. In this 


chemical substance or evot 


tissues which are r 


* (The following account co} 
‘Development of the Brain’, P 


organiz 


eferred 


Deficiency, Tenth Edition, edited by R. 


published by Bailli¢re Tindall an 


to the author, publis 


hers and editors for pe: 


tem which involves 


reduction of the chromosome number 


sexual union of gametes to 


chromosome number is again 
h parent. In. the differentiation 
somes pass into every cell, irrespective 


varieties of cells and tissues 


d co-ordinated operation of large 
lar interactions between genes and 
former determine the specificity of protein 
sd in the cell, while the cytoplasm is 
for deciding which complexes of genes shall 
his system we have every reason 


Il as genes are important 


the establishment of theneural plate ona particular 


he essential thing being an ability of the 
be induced by, an underlying chordo- 
‘zation two factors are recognized: an active 
ator and certain gradients in the responding 
to as individuation fields. 

nsists of extracts from Professor J. F. Smith’s 
ublished in Tredgold’s Textbook of Mental 


F. Tredgold and K. Soddy, 


d Cox, London, 1963. We are very grateful 


rmission to quote from it here.) 
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The neural plate first appears in man in the late presomite stage; 
with the appearance of somites it has formed a groove and by the 
7-somite stage (3 weeks) the groove has become a neural tube, the 
cephalic two-thirds of which will form the future brain. Glucksmann 
(1951) has observed that in this process there is not only cell pro- 


liferation but numerous cell degenerations and deaths. At 20 somites 9”) 


the anterior end of the tube has closed and its brain part shows three 
dilatations, the cavities of the fore-, mid- and hind-brains. Diverticula 
from the forebrain are the optic vesicles, which by the 5 mm stage 
have become optic cups. Soon after this the cerebral or telencephalic 
vesicles appear on either side of the forebrain and the flexures 
between the main parts become more accentuated. At 15 mm 
(6 weeks) medulla oblongata with caudal cranial nerves, primordium 
of cerebellum and cerebral hemispheres are recognizable. As the 
latter expand they grow backwards over the diencephalon and mid- 
brain so that their caudal ends approximate to the developing 
cerebellum but are separated from it by a condensation of connective 
tissue which forms the tentorium cerebelli. By 50mm (12 weeks) 
the future lobes of the cerebrum can be roughly identified while a 
depressed area in the lateral aspect is the future insula. 

Meanwhile the primitive medullary epithelial lining of the neural 
tube has differentiated into three zones—an inex marginal or ependy- 
mal layer, an intermediate’mantle or nuclear layer, and an outer 
marginal zone which is at first devoid of cell nuclei. Some medullary 
epithelial cells remain attached to the inner limiting membrane of the 
tube and form ependymal lining cells of the central canal of the 
spinal cord and the ventricular system ; others remain attached for a 
time by cytoplasmic processes to inner and outer limiting membranes 
of the tube and develop into spongioblasts which later will divide 
to form astrocytes, the supporting cells of the nervous tissue. Other 
medullary cells lose their attachment to both limiting membranes 
early and form the so-called germinal cells which can give rise to 
generations of cells which by subsequent differentiation may become 
either definitive nerve cells or further supporting cells. 

At the 50mm_ stage described above there has already been a 
complex development of nervous tissue lining the cavities of the 
brain to form the beginnings of such masses as the pons, mid-brain, 
thalamus and basal ganglia as well as a migration of neuroblasts 
from the mantle layer outside the marginal layer to form the cortical 
grey matter. At the 50 mm stage this sheet of cells extends over the 
entire hemisphere. In the later months of foetal life these neuroblasts 
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differentiate into neurones and become arranged into the layered 
pattern of the adult, eventually forming 6 layers, the outer two of 
which constitute the neopallium, being peculiar to the higher 
mammals. 


PATHOLOGICAL PROCESSES AND 
REACTION PATTERNS 


The formation, development and maturation of the brain can be 
disturbed by abnormalities in the genes of the parents, by changes in 
the chromosomes as they disperse and reunite in the fertilized egg, 
by distortion of other epigenetic factors (i.e. the causal processes. of 
Normal development), and through a variety of environmental 
agents. The latter may act not only in foetal life but also in the natal 
and post-natal period, for the brain is not biologically mature until 
at least the end of the second year. (Maturity in terms of behaviour 


1s more difficult to limit.) f 
The operation of the abnormal factors indicated in the preceding 
7 mation of the brain, to damage 


Paragraph may lead to gross malfor1 
of the developed organ or to a combination of these things. Such 
uarter of institutionalized 


lesions are present perhaps only in a q 


mental defectives (Berg, 19 59), but occur in the vast majority of cases 


with severe defect (Crome, 1954)- et 
It is not possible to draw up an accurate time scale and indicate 
from the nature of the morbid anatomical change the time at which 
the damage occurred. This is because some factors cause a gradual 
retardation of growth and not a sudden cessation of development. 
Furthermore, the capacity for repair varies at different periods of 
development—this has been brought out clearly by study of the 
lesions produced in embryos by X-ray injury. However, certain 
Points can be made, and an upper limit for the development of some 
lesions can be given. Thus ‘an absence. of cortical gyri—so-called 
Pachygyria or lissencephaly—indicates an abnormality occurring 
before the end of the fourth month of foetal life when gyral formation 
18 well under way. Anyone interested in the difficulties of ‘critical 
Periods’ should consult the discussion in the CIBA volume on 
Congenital Abnormalities’ (1960, PP- 280-5) , 
Injury to the early embryonic brain is likely to. cause malformation 
Or suppression of growth but significant residual scarring 1s excep- 
tional. This may be because the glia cells are not fully developed or 
because immunological tolerance is present. Furthermore, the exist- 
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ence of ‘morphogenetic degeneration’ of nervous tissue during early 
development indicates some mechanism for disposal of dead tissue 
without leaving any trace of it. Most of the investigations from which 
this paucity of residual reaction in the early embryo is deduced are 
on animal experiments with X-rays, hypoxia and other agents. It is 
unfortunate that detailed descriptions of the brain damaged by 
rubella in the second to fourth months of foetal life are scanty. Here 
the clinical history and the associated cataract (lens formation at 
second month) or deafness (organ of Corti at third month) enable the 
time of injury to be dated. Mutrux (1949) described two cases 1n 
which micrencephaly was associated with mild hydrocephalus, 4 
small corpus callosum and perivascular gliosis. p 
In later foetal life injury is followed by significant residual scarring 
as well as some defect in brain parenchyma, In the brain the scarring 
process is characterized by the proliferation of astrocytes and micro- 
glia cells as well as round cell infiltration about vessels and vascular 
proliferationin certain circumstances. Increaseof reticulinand collagen 
is less common but may accompany vascular proliferation around an 
abscess or reaction in the leptomeninges. In the foetus devastating 
damage may be produced by cytomegalic inclusion disease an 
toxoplasmosis in which there is often a widespread chronic meningo- 
encephalitis, often with calcium deposition in areas of necrosis. 
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-8 Cerebral function and its 
relation to psychiatry 


In this section certain aspects of psychology, physiology and neuro- 
anatomy which bear a direct relationship to the practice of Psychiatry 
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ee be briefly reviewed. In addition reference will be made to the 
eff ects of organic disease of the nervous system upon. mental functions 
and upon associated disorders of perception, memory and emotion. 


THE NEUROLOGICAL BASIS OF EMOTION 
emotions has been a con- 


The possible anatomical substratum of 
istory. Descartes favoured 


troversial subject throughout human h 
the Pituitary and more recently—often with equally unconvincing 
arguments—other specific parts of the brain have been incriminated. 
For example, Henry Head favoured the optic, thalamus but this was 
refuted by Lashley who concluded that the thalamus was not related 
to emotional feelings but might be concerned with patterns of motor 
expressions of emotion. Bilateral lesions of the anterior nuclei of the 
thalamus produce no ‘change in behaviour in monkeys. but similar 
lesions in the dorso-medial nuclei provoke restlessness, loss of fear 
and distractibility. Experiments on cats have shown that destructive 
lesions rostral_to the shy s_lead to ‘sham rage’ whereas 
hypothalamic lesions were accompanied by abnormal tranquillity. 
However, while there is good evidence that the hypothalamus 
Coordinates and influences neural and hormonal mechanisms of 
emotional expression, it is improbable. that a.governing mechanism 
exists in this portion of the brain. 


The relationship between the temporal lobe and certain emotional 
bitin ee £ ae 
Sive accretion of clinical and 


responses is supported by an impres ; h 
experimental observations. Earlier work suggested that the cingulate, Fe 
anterior insular and temporal pole cortex primarily served olfactory 


functions but more recently the possibility. of..profound alterations 
upon emotional behaviour has been claimed. (On the medial surface 


of the cerebral hemispheres the brain stem and the interhemispheric 
by a grea 


Commisures are surrounded t arcuate convolution, the “` 
dorsal and ventral halves of which are called the cingulate, ‘limbic’ 
and hippocampal gyri. The entire two arcuate convolutions were 
earlier designated the limbic lobes.) Ablation experiments have shown 

duced profound effects on 


that removal of temporal lobe cortex pro ; 
nd in particular hypersexuality and_loss_of 


monkey behaviour ‘an 
normal fear reactions. Among the numerous psychological distur- 
bances that may occur in the course of a temporal lobe attack are 
profound fear or a sensation of impending death.\Papez proposed that | 
the hypothalamus, ‘the antero-thalamic nuclei, the cingulate gyri, the | 

er-connections constitute the essential | 


hippocampus and their inter 5 s | 
anatomical substrata for emotional responses. It is true that evidence 
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from laboratory animals indicates a relationship with primitive 
elemental emotional responses but it is by no means established 
that these structures are concerned in higher psychic functions 
underlying human emotional responses. A more diffuse and generalized 
brain response must be concerned. 


MEMORY 


Lesions of the temporal lobe are known to cause disturbances of 
memory and Penfield’s classical observations on temporal lobe 
stimulation in humans have shown that past experiences can be 
vividly revived. Amnesia for recent events has been produced by 
electrical stimulation in the’ posterior part of the middle tempora 
sytus,;and amygdaloid stimulation in man frequently produces 
confusion, disturbances of awareness and amnesia for current events. 
This suggests that’amygdaloid stimulation may interfere with memory 
recording mechanisms and Processes influencing conscious percep- 
tion. Thé)mamillary bodies and the“ mamillothalamic tracts hare 
also been implicated among the anatomical lesions associated wit 

defects of memory. The amnesia and confabulation occurring 10 
Korsakoff’s syndrome are associated with lesions at this site. 

The similarity between the pathways, damage to which causes 
loss of recent memory, and those postulated by Papez as the pyre 
basis of emotion is worthy of comment. It has been suggested tha, 
the amnesic defect may be due in part to the loss of an emotiona 
factor necessary for the embedding of experience. 

The fact that these structures appear to be essential to the storage 
and evocation of memories does not mean that they are also the site 
of storage. It is much more probable that memory storage—the 
engram—is a complex function involving extensive areas of the brain. 


THE FRONTAL LOBES 


inhibition, affective responses, euphoria and, less often, depression 


More automatic aspects of intelligence tend 
to be preserved with attention and memory, but higher forms, of 
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reasoning, judgment and conceptualization are mainly disturbed. 

In man, the prefrontal regions appear to be concerned with 
foresight, imagination and awareness of the self. On the whole the 
functions of the prefrontal lobes are concerned withj adjustment of £. ii 
the personality to future contingencies _Imagination—rather than 


pure intellectual abstract thought in the sense of analysis, synthesis 
egrity of the frontal 
-medial nuclei of the 


thalamus which project to the frontal cortex, has been shown to | 


produce similar affects to frontal leucotomy. Selective prefrontal | 
leucotomies aim at the relief of emotional tension with minimal 


impairment of other aspects of mental life. 


CONSCIOUSNESS AND SLEEP 
Consciousness—awareness of environment, sensations, „emotions, 
memories, ideas—depend upon activities of the cerebral cortex and 


thalamus in the limited sense that destructive lesions of these structures 
Si j 


may alter the content of experiences without significantly. altering 
the state of alertness. Other structures, particularly the cone 
e leve 


reticular formation of the brain stem, profoundly influence 

of consciousness. The cortex receives at least two kinds of afferent 
impulses—those which alter the activity of the greater part or the 
whole of the cortex and those which activate specific projection areas. 
Destruction of the reticular-hypothalamic system does not appear to 
interfere with the specific projection system but tends to ea 
the tonic impulses which affect the cortex as a whole. - is 
evidence that drugs which produce unconsciousness, sud z 
anaesthetics and hypnotics, selectively depress the centra reticu! ra 
formation of the brain stem or at least that part which is known as the 


ascending reticular activating Sy! a which, extends from the lower 
border of the pons to the ventro-medial thalamus. és i 
Sleep may be regarded as a rhythmical depression of those par tso l 
the brain concerned with consciousness. The electroenceph ogram —> 
indicates that as sleep deepens there is a transition from alpha rhythm 
pid waves finally to the development 


th f burstsof more ra : . 
rougha phaseo Dreams have been associated with bursts of 


tivity. Dre : 
Taom adom aee seco stage of sleep. Barbiturates produce 
similar EEG changes to those seen accompanying normal sleep. 
Sleep has been regarded_as_the constavenct of withdrawal of |, 
oro impulses leading to reversal depression of the alerting system / ^“ 
which normally activates the cerebral cortex. 


A 
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A study is needed of how and why psychological processes find 
expression through transient or enduring changes within the body 
and how psychological Processes influence bodily function and 
structure. Increasing interest and attention has been paid to a group 
of illnesses in which no cause, other than psychological factors, can be 
found to explain symptomatology. Fatigue, headache, palpitations, 
nausea, backache and indigestion are among the commoner presenting 
complaints, and there are certain illnesses in which there may be 
tissue changes of a reversible or sometimes irreversible nature. Such 
disorders in which psychological factors are considered to be? 
significant aetiological importance include urticaria, neurodermatitis, 
migraine, asthma, Peptic ulcer, ulcerative colitis and possibly 
rheumatoid arthritis. Some physicians have emphasized the role © 
Severe emotional disturbances in precipitating hyperthyroidism pe 
diabetes. The underlying neuro-physiological mechanisms “a 
obscure but the central mechanisms sub-serving the emotions oF t 

‘neural chassis’—hypothalamus, „midbrain, cerebral _ cortex Bi 
limbic system—have all been implicated. The genesis of peptic yea 
may be taken as an example. Awareness of a relationship hee 
unpleasant emotional states and digestive disturbances has long bee 

recognized. The classical observations by William Beaumont 2 
changes in the gastric mucosa and secretions seen through t 5 
gastric fistula of his patient Alexis St Martin when the latter "i 
fearful or angry, offered firm objective evidence. In the equa y 
famous study of Tom, Wolf and Wolff observed that anxiety» 
resentment and hostility were `associated with changes in gastric 
vascularity, secretion and motility. The central nervous system exerts 
a direct influence on gastric function through vagal and sympathetic 
pathways and the hypothalamic-pituitary-adrenal axis has bee? 
implicated as the neuro-anatomical substratum, As further evidence, 
repeated stimulation of the monkey hypothalamus produced striking 
changes in gastric functions and in some instances local ulceration. 
Psychosomatic conditions are further discussed below (see p- 129). 
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PAR 
T FOUR PSYCHIATRIC SYNDROMES 


9 Classification 


A. ‘Th á 
ree D? B. WHO International classification C. Legal Terms 


Mental deficiency or I. Subnormality 
retardation II. Severe 
Infantile Autism subnormality 


Defect 
III. Psychopathic 


f Pathological personality 
disorder 


Inadequate 
Anti-social 
Sexual deviations 


Psycho-neuroses 

Anxiety states 

Reactive depression 

Obsessional-compulsive 
states 

Hysteria 


Disease Psychosomatic conditions 


Psychoses 

Endogenous Mania 

Endogenous Depression L IV. Mental illness 
Involutional Depressian 
Schizophrenias 
Paranoid states 
Alcoholism 

Drug addiction 

Other organic psychoses 


Dementia 
Presenile group 
ee Senile , 
Arteriosclerotic dementia , 
the three types of depression listed above are 
er the heading of ‘depressive illnesses’. 
there was doubt as to whether pathological 
disease: hence the bracket overlaps. 


Notes: For ease of reference, 
described together below und 
Even in the 3D classification 


Personality should be a defect or a 
were regarded as conditions in which 


In the past psychoneuroses l 
there was an exaggeration of a normal reaction, e.g. anxiety or 
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depression, whereas psychoses were regarded as totally different, 
with a lack of insight, detachment from reality, and bizarre symptoms 
such as delusions and hallucinations. Such a distinction was base 
on studies of advanced cases of either. But with improvements 10 
understanding and in treatment, this sharp borderline between the 
two has become blurred, and distinction between early cases of either 
has become quite difficult. Further, many patients have a collection 
of symptoms, some ‘neurotic’, some ‘psychotic’, and do not fit into 
pigeon-holes. They will be understood in terms of personality reacting 
to stress rather than in a too rigid classification. There are also the 
‘psychosomatic’ illnesses, in which psychological stress has led to 
somatic disease: and the ‘somatopsychic’ conditions—when primary 
organic illness has produced psychological symptoms. In many thé 
precise relationship of body and mind is difficult to define. Neverthe- 
less, titles are still necessary, both to provide some arrangement o 
clinical syndromes, in descriptions, and even in students’ examina- 
tions. A classification must therefore be put forward. ae 

The simplest is the ‘three D’ shown in column A. More detail 1s 
given in column B which is based on the WHO list. A complete 
aetiological classification is not possible yet, and what is given 1s ar 
the most part a symptomatic one. However, genetic, early and late 
environmental factors, and precipitating causes (i.e. those influences 
that make up an individual’s psychopathology) do justify a separ 2 
of mental abnormalities along these lines. In column C are shown the 
legal terms of the Mental Health Act and the way they (roughly) 
correspond. 


40 Mental subnormality or 
retardation 


Such patients are seldom seen by students; the higher grade cases 
may not be recognized, and the lower grades tend to be looked after 
in distant hospitals, which students do not visit. 

Yet the problems posed by the individual child to its parents, and 
so to the GP, are extreme: and there are great stresses on the com- 
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munity. Again, the detection of certain failures of development has 
contributed information about normal psychological and physical 
growths and the intricate co-ordination needed between these two. 
For all these reasons, the subject is of profound interest. 


TERMINOLOGY 


The terminology is unfortunately confused. The older term mental 
deficiency (of which mental defect and amentia—and in North America 
feeble mindedness and oligophrenia—and now mental retardation, are 
synonyms) was originally both a clinical and a legal term: it was 
defined as ‘a condition of arrested or incomplete development of 
mind existing before the age of 18 years, whether arising from inherent 
causes or induced by disease or injury’. (MD Act, 1927). 

Further there were three grades of this (1) idiots, who could not 
guard themselves against common physical dangers (2) imbeciles, 
who could not be taught to manage themselves or their affairs 
(3) the feeble-minded, who required some care, supervision or control 
or could not be educated at school. A fourth term moral defective 
was seldom used. 

In the Mental Health Act,.1959,,two new legal terms were used: 
these were (1) severe subnormality—a state of arrested or incomplete 
development of mind, which included subnormality of intelligence so 
that the patient could not lead an independent life or guard himself 
against serious exploitation: and (2) subnormality (not amounting 
to severe subnormality) which requires or is susceptible to medical 
treatment or other special care or training. It will be seen that (1) is 
based on a social criterion and (2) depends on medical possibilities: 
and that there is no term to cover (1) and (2). But the old terms mental 
deficiency etc. are often still used clinically: and idiocy and imbecility 
roughly correspond to. severe subnormality. The term mental 


retardation is now gaining ground. 


CRITERIA 
There has also been much controversy on the criteria required for 
diagnosis. At first mental defect was equated with intellectual defect, 
but it was pointed out that high intelligence could exist with grave 
social incompetence. Later, E. A. Doll suggested that six criteria 
must apply: 
1 Social incompetence; 
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2 due to mental subnormality; 

3 which has been developmentally arrested; 

4 which obtains at maturity; 

5 is of constitutional origin; 

6 is essentially incurable. meatal 

But this excludes conditions not considered to be constitutional; 

and the fact that medical treatment has been able to improve sag 

cases, e.g. of cretinism and phenyl pyruvic acid defect, has made 

criterion of incurability out of date. NERE 
Educationally subnormal (ESN) children form an admisi : 

nota diagnostic category: it includes those whose emotional instability 

or lack of drive accentuates the effect of their subnormality. 


INCIDENCE 


Various attempts have been made to assess the incidence in pane 
and elsewhere: but consistent standards are difficult. The ee 
figures in the population are probably about 3 per r000: but i 
certain age-groups, the Proportion is higher, e.g. 3°61 —— 
subnormals per r000 in the 10-14 groups: for naturally set 
expectation of life is less. Some factors diminish the number, &8- 


. . . “|: tri e: 
the diminution of Syphilis and better ante-natal and obstetric car 
other factors, e.g. rubella, may increase it. 


VAETIOLOGY 


There are of course a multitude of causes for developmental failure: 
and the nature and extent of the latter depends on the severity, time 
of onset and duration of the cause. Moreover the original deficiency 
may itself provoke Secondary reactions in the patient or in his family, 
which hinder development ‘stil] further. Thus most cases are in 
Practice the product of more than o 
An aetiological classi 
major factors involved. 
a Developmental, where some j 
€velopment ca: i 
carte ree n be described, 


G lude many types: disorders of lipoid 
ones or elsewhere may give rise to physica 


mental: e.g. amauroti idi oylism; 
ae „asine ' otic idiocy, gargoyli 
rders of amino-acid Metabolism are increasingly recognised, 
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phenyl pyruvic defect being the best known; neurological 
faults, e.g. tuberous sclerosis, with adenoma and epilepsy; 
afigiomatosis producing skin naevi; and demyelination of 
various types. Various others exist. 
_} (8) Chromosomal errors: e.g. Down’s Disease (mongolism). 
i R2 Environmental, where trauma, infection or deprivation are 
” responsible for defect. Its nature and extent clearly depend on the 
severity, time of onset, and duration of the cause. Each may act before, 
during or after birth. Here too, there may be associated physical 
abnormality: and many syndromes have been recorded. 
They can be classified as: 
(a) Traumatic, e.g. birth injury producing spasticity and sub- 
normality (Little’s disease) and irradiation. 
Infective: the best known agents being rubella in the mother 
in her first three months of pregnancy, and bacteria and 
viruses producing meningitis and encephalitis in the infant; 
syphilis has diminished. i 
(c) Deprivative: where some physical lack occurs, €-8- of thyroid 
tissue in cretins: and_more important, where psychological 
stimuli fail to_reach_the..child,. either because. of sensory 
loss, or because. of institutionalization. 
3 Primary (or Simple). This group still includes the majority of 
defectives: who fail to develop fully for no apparent reason and with 
no gross physical defect. They may be regarded as the lower end of the 
curve of normal distribution of intelligence. 


7 


(b 


© 


CLINICAL PICTURE 


This naturally varies according to the extent of the deficiency: from 

the helpless, inarticulate idiot to the high-grade doing a useful steady 

„Job. Gross physical deformities are sometimes present as a result 

of the cause which produced the mental defect: these are much more 

/ common in the lower grades, €-8- hydrocephalus, spasticity, naevi 

and various deposits of lipoids or carbohydrates in various organs. 

Downis Disease (mongolism) has a collection of features; rounded 

| skull; narrow slanted palpebral fissures, flakey tongue, broad ‘boggy’ 

hands: but none are constant. The higher grades are not necessarily 
accompanied by any physical abnormality. . 

The defective child is not always recognizable at birth: it is his 

falling behind his contemporaries which attracts concern: and his 


IQ can be measured to reveal his disability. Besides this his awareness 
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: i e 
is limited, his tolerance to frustration is poor, he fails to pee 
social significance of behaviour, or to deal with more than one 2 a 
at once, or to plan for long term satisfactions. pare 
control is slow to develop, but he can make personal relatio peo 
and these can certainly be used to encourage him to learn 
skill. : of 

Unfortunately, his retardation or its effects on the pere 
others, especially his parents (see below), often deprive g oat 
Support in making the normal stages of development, and er 
reacts to stress, fails to gain control of his instinctual drives, 


es : : ehaves 
provokes further hostility—and so is further isolated, or b 
worse. 


Many subnormals 


; ve 
» Supported by tolerant patient parents, ha 
eached adult life a 


nd succeeded in holding down jobs sere 
some skill, reliability and persistence. The trouble is likely e the 
if this support is withdrawn, or under unaccustomed stress Aoii 
environment, e.g. by a strike, a new bullying superior, or P hard 
physical illness. Once such people may lose jobs they may find it néer 
to get others. The success of unarmed companies in the ie he 
Corps in World War II is well known: they contained many 2 B d 
grade subnormals, who were not only kept from breakdown bu 


Ao a ilitary 
excellent work under the control of flexible, if somewhat unmi 
superiors, 


DIFFERENTIAL DIAGNOSIS 


. F k é rs 
Disorders of relationship formation can occur from adverse facto 
at any stage of devel 


“pment, and may be mistaken for subnormality 
(see below). It is easy to miss deafness in a small child. 


“PARENTAL REACTIONS 


Few parents find it easy to accept the Presence of a defective child: 
guilt may be intense b 


/ members of the community 


ro Mental subnormality or retardation 


healthier attitude by explaining to the parents that it is not their 
fault, and how best the child can be helped. He should recognize the 
various ways in which this guilt or helplessness can be displayed. 


ADMISSION TO HOSPITAL 


Clearly the presence of a gravely subnormal child can be a tremen- 
dous strain on the whole family who can give little special care. 
Hence, a hospital with specially trained staff and special facilities 
may help the child more: and the results of special training, by very 
skilled staff, have been remarkable, even for imbeciles (Tizard and 
O’Connor). Unfortunately such units are rare, for staff is short, and 
admission to an over-crowded hospital may deprive the child of even 
the little individual affection his mother can give. Most hospitals in 
any case have long waiting lists. 

Advice to parents about admission must therefore depend on a 
consideration of all sides of the local position in home and hospital, 
as well as on the degree of defect. 


| THE DEFECTIVE IN THE COMMUNITY 


The local health authorities provide training or occupational centres 
for defectives outside hospital. Again, staff is short. The education 
authorities provide ESN schools. i 
Thus at met there are many people who need more skilled 
help and supervision than they can get. Their social inadequacy and 
irresponsibility leads them into situations which gradually increase the 
stress on them, eg. crime, VD, unemployment. And pregnancy, 
legitimate or illegitimate, will produce children likely to be deprived of 
adequate—parental care and occasionally cursed with hereditary 
defect, who thus become a burden on the more socially responsible 
: (who limit their own families). As the 
latter in any case are getting increasingly unable to look after their 
own elderly relatives and chronic sick, the social problem is very 
serious. The policy which followed the Mental Health Act led many 


to be discharged from hospital, but only to break down into illness, 
crime, or poverty, as they could not survive without more adaptability 


\ and more suppọrt. 


s” 
[TREATMENT AND TRAINING 


Recent research in biochemistry and genetics have led to the hope 
that more can be done by diet and drugs for certain types of defect, 
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and in those due to metabolic errors, e.g. phenyl pyruvic rae 
results have been achieved by early and persistent pone types 
general, so far the most effective help has come from (a) pet oa 
of training in hospitals and (6) some attempts to diminish the Sits his 
defectives in the community so as to allow them to earn a eon 
includes the provision of hostels, the decrease of popular prej 

against them, and the support o; 


But none of this is yet compre 
meet the demand. Education i 
play a part in this. 


FURTHER READING 


dation. 
Soddy, K. in Tredgold, R. F., and Soddy, K. (1969). Mental Retar 
Baillière, Tindall and Cassell. 


à : ciency 
Tizard, J., and O’Connor, N. (1950 and 1951). American J. Mental Defi 
54-4 and 55.1. 


f social services. i 

i i i es no 
hensive, and in may areas it a z 
s needed: the doctor’s influen 


\ET Autism and early childhood 
Psychosis 


DESCRIPTION AND AETIOLOGY 
These conditio 

are certain di 
loosely connecte 


Eechologically, environmen forces-are 
€80-formation. ’ 
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rr Autism and early childhood psychosis 


„Faulty parental attitudes may play a part, but cause and effect are 
difficult to distinguish. 

Soddy (1969) has produced. a classification stressing that-changes 
occur at two stages of development: (1) the_first interpersonal 
relationship formation, and (2) the stage of instinct modification.and 
relationship extension—though the second may depend on the first. 
oe suggests that the many syndromes described may form a series: 

us 


J Disorders of first interpersonal relationship formation. 
(a) failure of early infantile orientation—very severe subnormality, 


or profound idiocy. 

(b) partial failure of this or 
catatonic features (Earl’s catatonic idiocy 
outbursts of excitement. 

(c) disorder of first human r 
Kanner’s early infantile.autism): 
hyperkinesis: they are quite unab 
but may show coordinated motion, 


ientation—severe subnormality with 
), and occasional 


elationship with the mother (or 
inaccessibility and in some 
le to look after themselves, 
skill, and communication. 


2 Disorders of instinct modification in relationship extension. 

(a) Visible regression after weaning—early childhood psychosis— 
due to emotional or physical trauma. There may bea possibility \~ 
of recovery, or damage may be lasting. 

(b) breakdown... of relationships—affectionless and aggressive 

` psychopathy, hysterical personality and obsessive/compulsive” 
states: when the child’s cognitive development may also be 


affected. (See Psychopathic personality, p- 48.) 
The diagnosis will depend on careful history-taking from the 


parents, and expert examination. s 
al of the patient depend naturally 


The treatment and the dispos ne A 

on the extent of the disability and on the ability and willingness of 
the parents to shoulder the burden of care. Certainly specialist 
advice will be needed. The GP may be able to support the parents 
those of defective children (see p. 44). 


on the same lines as he can 


EADING 
Earl, C. ERTEN Subnormal Personalities. Bailliére, Tindall and Cox. 
Rutter, M. (1967): ‘Psychotic Disorders in Early Childhood’ in Recent 
Developments in Schizophrema, A Symposium (ed. by Coppen, A. and 
Walk, A.). Brit. F. Psychiat. Special Publication No. 1. 
Soddy, K. in Tredgold, R. F» and Soddy, K. (1969). Mental Retardation, 
Bailliére, Tindall and Cassell. (Gives a detailed survey, in particular of 
disorders of relationship formation.) 
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12 Psychopathic disorder, 
or pathological personality 


DEFINITION 
In the terms of t 
disorder means 
Not including su 


: athic 
he Mental Health Act, 1959, Section 4 psychopat m 
persistent disorder or disability of mind at 
bnormality of intelligence) which resultsinaba Siha 
aggressive or seriously irresponsible conduct on the P 


he 
. . : ent. T 
patient and requires or is Susceptible. to medical treatm 

terms pathological and 


ically 
Psychopathic personality are used practi 
synonymously, — 

Most Psychiatrists prefer to assert that they can recognize psy 
pathic disord 


er more easil 


; arious 
y than they can define it, though v 
attempts have been made 


at a definition. 


“ CLASSIFY CATION 
It seems better to re! 
I Antisocial: those 


Strict the term to two groups: 
2 Inadequate and e 


A : ciety- 
who fail to make adequate relations with so 
motionally immature, 


tion included two other groups: 
3 Sexual Psychopath: 


iths: homosexuals or perverts (see p. 51). hizo- 
4 Schizoid people: the Withdrawn, or introverted, in whom sc 
P (see P-P. 24, 86). 


cribe hysterical 
P. 77) and cyclo-thymi 


Psychopaths’, 
AETIOLOGY 
Various theories have been Proposed: | / 
1 Emotional deprivati 


/ À 
> in a series of studies, 
eee ke Onate relatio, i between the infant 
and one person seems to be Significant in thé Production of a psycho- 
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path. The person is generally, but not necessarily the mother. If she 
1S prevented by poor home circumstances, poverty, or her own 
emotional problems from providing this, and no substitute, is 
available, psychopathy is probable. inf ans 
2 Heredity. James Lange found that in zo out of 13 cases the uniovular 
twin of a criminal was himself criminal. Moreover the actual type of 
crime and the age of manifestation were similar. In another series of 
17 binovular twins, however, there were only two cases in which 
both were criminal. Modern writers stress environmental rather than 
hereditary factors. 
3 Brain damage. Psychopathy is sometimes seen follow 
to the brain. Birth injury, encephalitis, meningitis, chorea and 
congenital syphilis are all mentioned as aetiological factors in some 
cases, and some cases occurred after the earlier drastic forms of 
leucotomy. If is often difficult to assess the relative value of the 
factors. The weight of current opinion is behind 1 above but bio- 
logical and psychological factors may co-exist. 
_In the past, most psychiatrists have believed that psychopathy was 
not related either in its aetiology or in its clinical manifestations to the 
psychoses or psychoneuroses. This attitude is now changing, as it is 
felt that maternal deprivation and psychological trauma in early life 
may be a common denominator in the aetiology, so that psychopathic 
personality differs from these other conditions more in degree and 


fixity than in kind. ^ 


ing trauma 


CLINICAL DESCRIPTION 


Obviously the condition may take many forms, but the following 
facets of personality appear to occur with considerable frequency and 
indicate immaturity in one or other field of development: 


fication at whatever cost. 


1 A tendency to seek immediate grati t 
friendships and a tendency to 


2 An inability to form lasting oF close 


exploit associates for short term ends. _ i 
3 A diffculty in conforming with the dictates of society and a lack 


of response to social training. à , 
4 Emotional lability, especially with quarrelsomeness and violent 
temper. 

5 An absence of guilt, shame or remorse. 

6. Occasionally some super — 

7 Alcoholism or addiction to other drugs may occur as a complication 


49 


Part Four 


F 4 j orar 

especially to drugs which produce some immediate, if temporary, 

pleasure. : : oat 
Because of the above tendencies, patients frequently < They 

conflict with the law and are well known to probation oficer i e. 

are likely to disrupt social groups and are thus most difficu 

in psychiatric hosptials and need separate units. 


DIFFERENTIAL DIAGNOSIS 


5 it 
The clinical picture drawn above sounds distinctive enough. y T 
must be remembered that some of the symptoms are nae dy- 
porary phenomena in Psychoneurotics, and even in phases of take 
mindedness’ seen in ‘normal’ people. It is therefore essential to 


$ = a e s from 
as accurate a life-history as possible, from relatives as well a 
the patient. 


EEG STUDIES KÌ, w” 


ive 
n found in the EEG’s of 55% of aggressiv 


z b 
psychiatric abnormality shown p 
f early adult life, i.e. psychopathy, may 


TREATMEN a 
1 Inpatientunits. There ig a special unit for psychopaths in Hinr ea 
Hospital, Sutton, Surrey, which Was started by Dr Maxwell Jones. 
Patients work together. i 


raging than attempts to es 
tals. Obviously considerab 


A degree of Support can be given to psycho- 

» Social clubs, Probation offices, etc. 
awe type. This will require much patience 
| ofte: sappointing, but may save the behaviour of the 
patient from deteriorating. Any Professional worker involved must 
expect to be let down again and again. 
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Under the Mental Health Act psychopaths may be transferred 
compulsorily to a psychiatric hospital if they are under 21 years. 
This compulsory detention lapses at the age of 25. Though an advance 
this step will not be very effective until there are more special units 
to deal with these patients. 


COMPLICATIONS 


Psychopaths certainly constitute one cl 
and may develop alcoholism (see P. 93 
therefore be used with great caution. 


ass of drug addicts (see p. 98) 
). Drugs of any kind should 


REFERENCES 
Henderson, Sir D. K., and Gillespie, R. D., revised by Batchelor, TR Cy 


(1969). A Textbook of Psychiatry, Chapter 13- Oxford University Press. 
Jones, Maxwell (1968). Social psychiatry in practice. Penguin Books. 


13 Sexual deviations 


PERVERSIONS AND HOMOSEXUALITY 


The development of the sexual drives from infancy to normal adult 
heterosexuality is complex, involving numerous changes in both the 
aim of the drive, i.e. the activity that will give sexual gratification, 
and the object oF the drive, i.e. the source that arouses sexual 
attraction and excitement. Thus in adult heterosexual intercourse, 
the object will be an adult of the opposite sex and the aim full 
orgasm with the penis in the vagina and full emotional harmony. 
Abnormal fixation or aes 
the attainment of adult heterosex’ a 
of the latter, give rise to those aberrations of the sexual life known 

es = ? SAE" ~ 
as the perversions. ae: 

D on e.g. impotence and_frigidity, are considered 

j "5° nen Oe a 


separately (see p- 194). r é ‘gexual object occur in homo- 


aking, aberra Boe h 
Broadly speaking: d bestiality ; ee on of aim in scopophilia 
ome 2) . ean 
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sexuality, fetishism an ise 


n to the aims and objects preceding , 
uality and usually with the exclusion | 


_ 


% 
t, 
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(voyeurism), exhibitionism, sado-masochism and transvestism, but 
these are not absolute distinctions. The most common of the per- 
versions is homosexuality. 


„HOMOSEXUALITY 
Definition 


In this condition, the sexual object is a person of the same sex as the 
subject. It may be exclusive, in that sexual attraction is only towards 
the same sex and the opposite sex is felt to be repellent; or partial, 
where the attraction to persons of both sexes co-exists to varying 
degrees. Female homosexuality is often known as lesbianism, the 
name being derived from the Aegean island of Lesbos where the 


poetess Sappho expressed overt homosexual longings in supremely 
beautiful poems. 


Nature 


As with heterosexuality, it will consist of varying proportions of 


animal passions and tender affection. Since normal intercourse is 
impossible between persons of the same sex, orgasm is obtained by 
means of mutual masturbation, anal intercourse (sodomy), fellatio 


(intercourse via the mouth), cunnilingus (mouth to vulva), or the 
use of an artificial phallus in women. 


Incidence 


The most important and complete studies have been the Kinsey 
reports on the sex-life_of cross-sections of the white American 
population. In a sample of 4,000 American males, it was estimated 
that 4% remained exclusively homosexual all their lives and at least 


37% had had some adult homosexual: experiences leading to 
“orgasm. 


orgasm. 


Assuming the figures in Great Britain are comparable, and small 


scale studies suggest that they are, then it means that there are 
approximately 1,000,000 exclusively homosexual males in the 
population. aed 
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Types 

1 Physical The extreme forms of the effeminate male and the 
masculine woman do occur but they are not typical of most homo- 
sexuals. In fact there are no physical characteristics typical of homo- 
ot they are the same as any typical cross-section of the popula- 
ion. 

2 Psychological Here, too, there are no safe generalizations. There 
are active and passive partners, the active tending to be more forceful 
and ‘masculine’ and the passive more yielding and ‘feminine’, but 
these roles are often reciprocal and interchangeable and it is only 
the extremes that can be readily recognized. 


Social attitudes 


Homosexuality has existed in every form of social organization to a 
greater or lesser degree, some societies being approving and others 
m approval and idealization of 


disapproving. The period of maximu i c n 

omosexual love was in Ancient Greece at the height of its manifolc 
cultural achievements. In England, male homosexuality was until 
recently a criminal offence under any circumstances but. the latest 
Act of Parliament now allows homosexual relationships between 
consenting adults. Female homosexuality has never been illegal. It 
5 atl Eoaea punishable offence to have a Poron Toe 08 
ship with a person under 16 years of age, but most homosexuals, as 
with heterosexuals, do not want “children as sexual partners. Those 
that do are usually grossly immature or damaged personalities. 


Aetiology 
It will be evident from these observations of the actual data that 
concepts of physical, psychological or moral degeneracy have no 
Place as explanatory factors of the prevalence of homosexuality. 

All people are endowed from birth with bisexual instinctual drives, 
and all children, pass through various phases of being attached to 
Persons of either sex; the parents being the earliest and the most 
important. The strength of the instinctual endowments of the child 
given from birth and the vicissitudes in the relationships of the child 
with its parents, together with the personality of these parents, will 
determine the relative proportions of hetero- and homo- sexuality 
in the child and thus the predisposition to adult homosexuality. 
Among the earliest determinants for the male are (1) a weak 
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attitude, and (3) excessive hatred of a brother and fear of the s 
sequences, which may result in the reaction-formation of replac “i 
it by excessive love towards him and towards all males in gener rs 
Further, later factors will be neurotic fears of Sex, ee 
in love with women, an all-male background, and guilt towar 


women, - d ie 
Interestingly enough, a weak father is also an important facto 
the development of female homosexuality, aan 
~omosexuality which is being repressed, is often found as ref 
aetiological factor in the neuroses and psychoses. Similarly, 
normal 


people, repressed homosexuality may give rise to boise 

difficulties and conflicts, e.g. extreme hostility to any manifesta ity 
of homosexuality in other people; excessive displays of pene? ck 
and self-assertion, or the converse; or excessive passivity and fo- 
of aggressive drive: the Don Juan type of the male and the nymp 


> . i at 
, Maniac are often trying to prove to themselves unconsciously i 
they do not have any homosexual tendencies. 


Treatment 


it 
1 Psychotherapy Its form will depend on assessment of the severity 


+ ie es | : ion 0: 
of the condition. It will have as its goal either the transformation 
homo- to heterosexuality, or the removal of conflicts about hom! 


i $ k D E ict-free 
Sexuality to allow the patient to become a relatively conflict-fre 
homosexual (see p. 223). _— =e 


OTHER PERVERSIONS 
Fetishism 


condition of fetishism when the Sexual ex 
on this article and the woman is no longe 
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Bestiality 
Intercourse with animals usually by male adults but occasionally by 
females. It is most common in rural areas, in some defectives and 
psychopaths, and where custom permits it. 


Scopophilia (voyeurism) and exhibitionism 

terpart of one another. Scopophilia is 
the state of sexual excitement and pleasure derived from viewing 
sexual activity, or the genitalia of the opposite_sex, or simply from 
looking up women’s skirts. Exhibitionism, or ‘indecent exposure , 1s 
the state of sexual excitement and pleasure in displaying the genitals 
to a member of the opposite sex. It is almost completely a masculine 
activity. Exhibitionist tendencies are clearly manifest in everyday 
life in people who dress or behave excessively flamboyantly—among 


actors, artists, strip-tease dancers, etc. 


These conditions are the ¢ 


‘Aer lar 
Sadism and masochism mo Ah ak uT 

These are another pair of polar opposites. In sadism (named after 
de Sade), the sexual excitement is in the inflicting of pain upon 
another person, e.g. whipping, caning; in masochism, from Masoch, 
the excitement is derived from having pain inflicted on oneself. One 


can observe sadistic tendencies in people who have an extreme need 
ust.for power over others, and maso- 


for self-a i d | 
~aggrandisement anc ^ ‘ í 
chistic tendencies in those who are excessively humble and sub: 
missive. BESTE eal 

In both these. sets.of polar.opposites 1t 1S common to fin ae ence 
of both tais aih one particularly predominating, €-8- the voyeur 


with some exhibitionist tendencies. 
All these conditions are related to early childhood experiences and 
anxieties and there may be an underlying near-psychotic or depressive 
t < for homosexuality except that the aim will 


state, Treatment will be as fo t 
always be the removal of the symptom and not an adjustment to it. 


Treatment 
1 Psychotherapy This wi 
of the disturbance. An att 
the conflicts underlying the co. 
ment of a normal sexual life. 


{| depend on the assessment of the nature 
empt is made to understand and resolve 
ndition in order to allow the develop- 
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2 Psycho-analysis Here again, it is resolution of the tle oe ed 
flicts that is required and it may be useful for more severely distu 
patients (see p. 224). ~~ seat 
3 Aversion therapy The attempt is made to decondition the patie 


BE: G ET om a . woe . orma 
to his particular form of perversion and recondition him to n 
heterosexual behaviour. 


In all these thera 
be condemned for 
understanding are 


: not 
pies, it is important that the patient show > 
his abnormal sexual behaviour. Sympathy 
vitally necessary in these conditions. 


REFERENCES tion: Vol. 7 
Freud, S. (1905). Three Essays on Sexuality. Standard edition: 
Hogarth. 


“ati, xford 
Rosen, I. (1964). (ed.) Pathology and Treatment of Sexual Deviation. Ox 
University Press. 


West, D. J. (1968). Homosexuality. Duckworth. 


14 Anxiety and anxiety states 


NORMAL ANXIETY 


Normal anxiety has been felt b 


ERETT eg. 
y all. Stressful reality situations, ¢-8 
oral examinations, provoke i 


n most of us tension, dheun k 
relaxing mentally and physically, difficulty in concentrating an h 
remembering, some emotional instability (a tendency to weep, laagi 
or ‘snap’ without due cause) and occasionally physical accompa? 
ments, such as a dry mouth, anorexia, dyspepsia, diarrhoea, Ereqnenr 
headache, palpitations, due to Over-activity of the autonomic nervou 
system. f 
Such symptoms are sometimes embarrassing in the stresses ° 


‘vivas’ but they have a biological value in animals and human beings 
exposed to danger, when ale 


: ‘faction ie s1iness or physical action is required: 
They disappear if action is adequate and a Ppropriate. 

ANXIETY STATES 
An anxiety state—a form of Psychoneurosis—is, by definition, anxiety 
without apparent cause or Daaah- A 


Out of Proportion to its cause in intensity 
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‘normal’ reaction which, like 


or in time. This entails a concept of a 
is useful though it cannot be 


the law’s example of a reasonable man, 
defined with precision. 

The symptoms are similar to those of normal anxiety, but they 
may be carried to extremes, are present most of the time and produce 
secondary symptoms. The patient is mentally and physically tense, 
can’t relax, fidgets and feels on edge, cannot get off to sleep, with 
consequent fatigue. His concentration is poor, and so is his memory, 
especially for recent events, so that his judgment becomes impaired 
and he is preoccupied with constant worries. He becomes depressed ; 
anorexia may lead to loss of weight, and other physical symptoms 
may produce further anxiety about possible physical illness, thus 


setting up a vicious circle. The effect of an anxiety state on a res- 
ponsible, intelligent person, e.g- an executive, is even greater in that he 

begins to fear for his job. Moreover, it is still thought to be somewhat 

beneath him to admit to any form of mental inefficiency or illness. 
7 These symptoms, especially in an appealing person, are almost , 
infectious’ in that they provoke action in those around, including y 
the doctor; and if action is impossible or in vain, relatives and | 
doctor may both feel helpless, impatient and annoyed, which in turn | 


of course increases the patient’s anxiety. 


SEQUELS 
Anxiety may be partly or entirely controlled by certain ego defence 
mechanisms, which may ‘themselves lead to symptoms, f exaggerated. 
Repression or denial, for example, may produce a superficial mood 


of calmness or ‘belle indifference’, as in hysteria, even under marked 
stress or shock—a reaction which should make the observer wonder. 
Similarly, obsessions and compulsions may arise as an attempted 
defence against anxiety, as in an obsessional neurosis. Phobic states 
may arise if the anxiety is displaced on a particular, object or situation. 
In a particular patient several of these different psychoneurotic 
symptoms may co-exist. TOAN ; 
Anxiety may lead to feelings of inferiority and self-consciousness 
and inhibit all action; it may induce activity which is quite in- 
appropriate to the situation or may lead to actions appropriate in 
kind but grossly excessive, ©-8: 4 panic. This may also be ‘infectious’. 


AETIOLOGY 


In the majority of cases disturbance of the patient’s basic personality 
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is an important pre-disposing factor, usually as the result of abnor 
personality development, e.g. if he has been left with a great de E 
separation anxiety due to early emotional deprivation. Genetic 


constitutional factors may also play their part. The following may 
act as precipitating factors. 


Psychological 


: te 
1 If severe anxiety under stress has no physical or mental outlet, 
bes 


ecause it is barred by circumstances or by inhibitions due te 
upbringing or by both, an acute anxiety state may develop. = 
2 Conflict between opposing psychological forces, e.g. love and <A 
may be conscious or, if repressed it may leave the patient oe 
anxiety and tension, worse if circumstances play on the underly! 


; ? . a 
area of conflict. If the conflict persists a chronic anxiety state may 
develop. 


Physical 


irus 
Physical exhaustion and fatigue and physical ill-health such as — 
infections may precipitate the development of anxiety states. 0? 
aka Pend 


we 


DIAGNOSIS 
Good history- 
factors and di 
(see p. 155). 


factor, 


taking and physical examination should assess be 
fferentiate physical conditions such as hyperthyr gidien 
Spasmodic attacks of anxiety, unrelated to any extern: 
may occasionally be due to a phaeochromocytoma. 


TREATMENT 

This clearly depends on diagnosis, but: ith 
1 Superficial treatment begins from the doctor’s first contact wi 
the patient, in that his attitude, here more than ever, will affect the 
Patient's ability to express his anxiety. If he senses or imagines 

2 : » he is likely to suppress it. Full history- 
taking may in some cases itself provide enough relief, and the 
patient may regain his adjus’ 


. ate. 5 
: tment without realising the help he ha 
been given. 
2 Reassurance on specific anxieties and 


: xplanations about the cause 
of symptoms is valuable. Aiaran 
3 More prolonged formal psychotherapy (see p. 223) will be required 
for chronic or severe anxiety States and for the underlying personality 
disorder. TSOI 
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aE Drugs may be useful for symptomatic relief and to check vicious 
circles, described above. In general, drugs are far more useful for 
tiding patients over acute anxiety and tension than for the treatment 
of long term cases. They may be used_as daily sedatives or tran- 
quillizers or as hypnotics by night. f gi 


SEDATIVES i 


(a) Barbiturates 
e.g. Amylobarbitone (Amytal) 50 mg t.d.s. 
: Quinalbarbitone (Seconal) 50 mg t.d.s. 
Mild sedation can be produced quickly and is easily controlled by 
the prescription of barbiturates. Side effects include rashes. With- 
drawal symptoms may follow sudden withdrawal after a long period 
on the drugs, including confusion and fits. Addiction may occur. 
Barbiturates are often used for suicidal attempts. 
(b) Non-barbiturates (tranquillisers) 
e.g.. Chlordiazepoxide (Librium) 10 mg t.d.s. 
Diazepam (Valium) 5 mg tds. 
, Trifluoperazine (Stelazine) 1 mg t.d.s. 
Methylpentynol (Oblivon) 250 mg t.d.s. 
, Meprobamate (Equanil, Miltown) 400 mg t.d.s. 
These are generally regarded as _safer and less liable to cause 
addiction than barbiturates, but addiction has occurred and members 
of both groups and alcohol can. all potentiate each other’s effects, 


HYPNOTICS yt 
Insomnia is common in anxiety. states and often needs drugs. 
Bromides should never be prescribed for this. The following are 
useful: eer” CR 
(a) Non-barbiturates 
Dichloralphenazone (Welldorm) 650-1300 mg o.n. 


Gluthetimide (Doriden) 500 mg 0-0- 

Mogadon, 5 mg and Mandrax, both newer drugs, are still far 
more expensive. ; 

(b) Barbiturates for insomma 
Amylobarbitone (Amytal) 200-400 Mg 9:0. < 
Quinalbarbitone (Seconal) 100-200 mg O.N. 
Pentobarbitone sodium (Nembutal) 50-100 mg o.n. 
Butobarbitone (Soneryl) 100-200 mg 0.n. 
Amytal and Seconal (Tuinal) 100-200 mg o.n. 
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Side effects. Rashes, potentiation with alcohol, transient dis- 
orientation in elderly patients, habituation, addiction, wit 
drawal fits. : á 
Patients should be warned not to place their supply of drugs_at 
. PAA . 2 h may take 
the bedside because of the danger that, if drowsy, they 
further doses of the drugs which could be fatal. 


PANIC ATTACKS 


Panic attacks generally occur as part of an anxiety state but oe 
Special importance, being at times most disabling in preventing t 
patient from leaving home or work. z 

Generally they arise from some repressed emotion, such as a 
sexual feelings, anxiety or guilt connected with past experiences, 
fantasied or real, and re-awakened by the present environment. Fear 
of losing control over such feelings may precipitate an attack. A 

Apart from the use of a tranquillizer or sedative to control t 
acute attack such cases need psychotherapy to deal with the under- 
lying causes, Occasionally abreaction, e.g. under pentothal, may be 
useful for dealing with particular panics. 


PHOBIC ANXIETY STATE 


s z ee : d 
In ordinary anxiety states the anxiety is diffuse or generalized i A 
more or less continuous so that the patient is worried most of t 


time; instead the anxiety may be experienced in relation to certain 
Specific situations or obj 


Common examples are a 
phobia), fear of going o 
travelling, e.g. by tube or 
like knives, or fear of 


then onwards his fear i 


S may seriously interfere with his work or 
sult that he gets depressed and even more 


anxious than before. There ig often a history of disturbed childhood 

development, e.g. of maternal deprivation in patients with agora- 

phobia. Stress in Present day inter-personal relationships is almost 

always an important feature of the condition. These patients often 
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sc difficulty in expressing anger, and psycho-sexual problems are 
; oer need The phobia may express. an. unconscious fear in a 
ymbolic manner, e.g. the fear of travelling and of not being able : 
to control the external situation may be related to the fear of not 
being able to control inner feelings of anger or sexuality. In other 
cases the anxiety may have resulted more from an original anxiety- 
ed by re-inforcement; but it seems unlikely 


pane experience follow 
at a severe phobic anxiety state ever arises without some under- 
disposing, if not 


lying psychological conflicts being present as pre 
causative, factors. 
. The best treatment is psychotherapy but even prolonged and 
intensive treatment may fail to relieve the phobic symptom in some 
cases. Behaviour therapy, using desensitization directed towards 
relief from the specific phobic symptom may in such cases by helpful 
(p. 240), especially if prior psychotherapy has succeeded in resolving 
some of the psychological conflicts and difficulties in inter-personal 

be useful if the patient has 


relationships. Desensitization may also 
tself or is unsuitable for psycho- 


few problems other than the phobia i 
therapy for other reasons. Tranquillizers or sedatives may be of 
some help symptomatically to allow the patient to face the phobic 
Situation if he has to, e.g. before having to travel by air, but are of 
little help in relieving the phobic anxiety state as such. 


FURTHER READING 
is. Allen Lane, Penguin Press. 


Rycroft, C. (1968). Anxiety and Neurosi . 
Gelder, M. G., Marks, I. M., and Wolff, H. H. (1967)- ‘Desensitization and 


psychotherapy in the treatment of phobic states’. Brit. J. Psychiat., 
113, 53- 
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DEFINITION 
al reaction to certain circumstances. It is 
duration is out of 


1 when its degree or 
hree types of depression are generally 


Depression is a norm 
regarded as pathologica 
Proportion to its cause. 
described: 
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(a) Reactive, exogenous or neurotic 

(b) Endogenous, recurrent or psychotic 

(c) Involutional 

These conditions are often clinically indistinguishable, though 
some hold that certain symptoms indicate one type, and are 
more likely to be severe in endogenous depression. But the history 
of previous personality and of the precipitating factors may help to 
distinguish the three types. In clinical practice it is better to decide 
to what extent endogenous and exogenous factors have contributed 
to the patient’s depressive illness than to attempt to label the 
depression as either one or the other. In fact they probably do not 
constitute separate conditions. 


REACTIVE DEPRESSION 

Symptoms 
The patient feels depressed, which may range from mild gloom to 
utter misery and despair. He can’t concentrate (except on woes); 
he can’t cope with ordinary chores; appetite for food, and sex are 
less; weight may be lost; he wakes early and is at his worst in the 
morning; he tends to oppose offers of help or advice; he feels life 
is not worth living, and may attempt suicide; his pulse is slowed; 
less water is excreted and there may be changes in the levels of 
intra- and extra-cellular sodium and potassium. The condition 18 
often mixed with anxiety, which counters the retardation, and makes 
insomnia worse. The incidence is higher in late spring. 


Previous personality 


This is often inadequate, and dependent, with too little security and 
affection in childhood. To this has often been added the inculcation 
of high ideals and strict standards; the patient may have developed 


a facade of a polite social manner. He may even have learnt to 
conceal his depression. 


Precipitating causes 


Nearly always there has been a major bereavement, failure, loss Of 
disappointment or, more often, a concatenation of these stresses, 
with inadequate emotional outlet. Poor physical health may con- 
tribute to this. Social isolation, so common in big cities, is certainly 
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an . ; e 
major factor; and is generally more painful to bear on festive and 
sentimental occasions such as Christmas. 


Course 
mat i the condition may spontaneously recover, but it often 
be chronic, perhaps from a vicious circle of isolation producing 
hel pression. The patient g tendency to withdraw, and to resist 
elp, soon alienates his friends. Suicidal attempts, often successful, 
are common (see below). 


ENDOGENOUS (RECURRENT) DEPRESSION 


pression typically occurs for 
lier) without any apparent 
of other similar attacks 

Hence the condition 
cks may be regularly 


E a (recurrent, or psychotic) de 
sa first time around 30 (sometimes ear. 
a t onmental stress; there may be a history 
i their opposite phase, mania (see p- 73). 
nown as manic-depressive psychosis. Atta 
spaced. 
Melancholia is an old term for depression, 
theory that black bile produced the condition. 


dating back to the 


Symptoms 

as are as described under reactive depr 
eatures are more prominent. Depression may be more extreme, and 
more often reinforced by delusions of guilt, unworthiness, failure and 
Persecution; hallucinations may occur. Early morning waking is 
common. The most severe case, who believes himself a complete 
failure in this world, and doomed to eternal punishment in the next, 

suffers from one of the most terrible illnesses known. 
Retardation is generally more marked, although the patient may 
€ agitated instead. Gloom may be focused on concomitant physical 


ailments. The risk of suicide is considerable. 


ession—but often certain 


Previous personality 
In endogenous depression this is typically cyclothymic, sometimes 
associated with a pyknic build (Kretschmer), but many atypical 
cases occur. Often the patient will have displayed phases of mild 
Overactivity or mild gloom which are normal for him. There is often 
a family history of depression or mania. 
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Precipitating causes 


None may be apparent, but occasionally a minor setback may 
trigger off an attack. Careful history-taking may reveal precipitating 
events more often than used to be thought. 


Course 


Spontaneous recovery after several weeks or months is common. 


INVOLUTIONAL DEPRESSION 


This occurs around the involutional period of either sex, and may 
be accompanied by agitation. Physical complaints again may serve 
as a focus: disappointment at the past and despair for the future 
occur and may be important precipitating causes (see p. 215). 


Symptoms 


These are similar to those of a reactive depression. Isolation, inevit- 


able enough in many people’s circumstances and especially in middle 
life, can be extreme, 


Previous personality , 
There is often a history of an inadequate but well defended, rigid 
personality and disturbance of psychosexual adjustment and per- 
sonality development going back to childhood. 

Course 


If untreated the condition often becomes chronic. 


COMPLICATIONS OF ANY DEPRESSIVE 
ILLNESS : 


1 Suicide is a real risk in any severe depression (see p. 69). 

2 Alcohol or stimulant drugs provide easy relief from depression, for 
a time: a habit may thus be formed, which is most difficult to treat 
(see p. 93). 


DIAGNOSIS 


Depression is generally eas 
1 Depressive attacks may 
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developing schizophrenia; or, in later life, of organic disease such as 
GPI, or dementia. 
2 The patient may mask his depression by insistence on physical 
complaints, either those which are themselves symptoms of it, e.g. 
anorexia, insomnia, impotence, or frigidity, or those which arise 
coincidentally and which act as a focus for the depression, such as 
bodily pains; with a complaint of any of the above, e.g. impotence, 
beginning in middle age, depression should always be considered. 
As explained earlier, it may be impossible or even undesirable to 
try to distinguish between the different types of depression and 
preferable, by means of the history of onset, past history and the 
patient’s personality to decide on the relative importance of exogenous 
and endogenous factors in the individual patient. 


AETIOLOGY OF DEPRESSION 


Both physical and psychological aspects and their interaction mus 
be considered here. At one extreme of the range of depressive 
illnesses lie those in which genetic predisposition plays an important 
Part, and psychological factors may be less important. These include 
Patients with recurrent endogenous depressive illnesses or manic- 


depressive psychosis. Twin studies have revealed a higher con- 
cordance rate in monozygotic than in dizygotic twins, and a family 
At the other extreme lie 


history of depressive illnesses is common. 
those depressive illnesses in which psychological factors are pre- 
dominant and heredity may play little or no part in their aetiology. 
Apart from genetic predisposition there is other evidence for a 
Physical basis of depression. This is strongly suggested by „its 
Physical accompaniments and by its frequent response to physical 
treatment but there is as yet no proof of any consistent biochemical 
change associated with depression; physiological changes which have 
been reported, such as electrolyte changes and alterations in steroid 
function may be the effect rather than the cause of the depressive 


mood. It is, however, known that physical causes can produce a 
depressive illness; thus virus infections, hepatitis and drugs, eg. 
depression. One hypothesis 


Sulphonamides or reserpine can cause S ; 
is that depression is associated with reduction of available cate- 


cholaminés at the synapses in the CNS; reserpine which lowers the 
Catecholamine level’ can cause depression and the mono-amine 
Oxidase inhibitors, by increasing this level, relieve depression. The 
Periodicity of endogenous depression also suggests a biochemical basis. 
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On the psychological side, there is evidence that disturbed develop- 
ment in childhood, e.g. loss of, or separation from a parent may lead 
to a vulnerable personality, and in such cases emotional stresses 1n 
later life more easily lead to a depressive illness; Psycho-analytic 
studies have stressed the similarity between depression and pro- 
longed mourning or grief reactions after bereavements (Freud,1917) 
and the importance of the loss of love objects in general; marked 
discrepancies between what one feels oneself to be (actual self) and 
what one would like to be (ideal self), aggression turned against 
oneself, exaggerated guilt feelings, and regression to early, especially 
oral, stages of infantile development are other aspects stressed by 
psycho-analysts; but to what extent these are causes of depression 
or its effects is often difficult to decide in the individual case. Social 
factors may also be important; Murphy and others hold that ‘dep- 
ression is not related to a specific culture, or to. religious viewsy-0t” 
to social class or residence, but to the level of cohesion in the 
community, and hence to the degree to which the individual feels 
involved in social expectation; the less cohesion, the freer the 
individual to direct his hostilities outwards’. 

It seems likely, therefore, that in depression physical and psycho- 
logical changes constantly interact; psychological factors may initiate 
a depressive reaction which in turn has its somatic counterpart; if 
the depressive mood persists or if there is an associated constitutional 
basis, persistent physical changes-may.develop which, by. setting-up 
a vicious circle may further aggravate the depression which could 
then be said to have entered a biological phase; conversely, physical 
causes may initiate a biological state-of .depression and the resulting 
depressive mood may in turn aggravate the physical features of the 
depression. In either case, a depressive posture may be maintained, 
whether it started on a psychological or a physical basis (Hill, 1969). 


TREATMENT 


General Principles 
This is essential in every case, since the symptoms are intolerable, 
1 Simple psychotherapy: reassurance, hope and support, which must 
be continued, even if the patient seems impervious. 
2 Symptomatic drugs and diet for lack of sleep and appetite, 
3 Always consider therisk.of suicide, and arrange for a deduate 
supervision, if necessary. This may entail admission to a Psychiatric 
unit. But admission to horrifying surroundings may be the last blow 
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ae patient’s self-respect. Seek a second opinion if in doubt. 

ile ts in single rooms often get more gloomy. The risk of suicide 
ss if rapport has been established with doctor, nurse, or relations 

(see also p- 69). 

jaa attitude of relatives, the environment, and some occupation 

for influence the patient more than appears at first sight. The 
mer will need help and advice themselves from the doctor if they 


are to persevere. 


Anti-depressant drugs 
There are three groups: 


Tricyclic compounds 
ermine (Tofranil)—increase 8 
Side to 50 to 75 mg t.d.s. Little e 
post e effects—dryness of the mout } e 
ar a hypotension, urinary retention, raised intra-ocular tension, 
el iac arrhythmias, tremor and Parkinsonism, agitation, confusional 
7 es, especially in elderly patients. Toxic effects: skin rashes, 
8ranulocytosis, hepatitis. 
TIE iptyline (Tryptizol) in the same dosage, 
may cause drowsiness. 
ied (Aventyl) 10 to 50 mg t. 
: g rotriptyline (Concordin) 5 mg t.d.s. 
i also acts more quickly. 
Dike no effect has been obtaine 
Save: to four weeks it is usually best to c 
b o-amine oxidase inhibitors, allowing an interv: 
pie ranne oxidase inhibitors 
renelzine (Nardil) 15 mg t.d.s. 
Nialamide (Niamid) 25-50 mg t-d.s. 
Socarboxazid (Marplan) 10 mg t.d.s. 
= anylcypromine (Parnate) 10 mg t.d.s. 
ates he first three usually take 10 to 14 days to act; tranylcypromine 
more quickly but may cause side effects. 
: If the depression is accompanied by much anxiety the anti- 
‘epressant may usefully be combined with a mild tranquillizer, e.g. 
ibrium 10 mg t.d.s. which can be given together with a MAOI or 
One of the tricyclic compounds. Parnate is sometimes combined with 


Stelazine in the form of parstelin (Parnate 10 mg and stelazine 1 mg) 
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radually over one to three weeks 


ffect until 10 to 14 days. 
h, sweating, dizziness due to 


has fewer side effects 
d.s. acts more quickly than 
, increasing to 10 or 20mg 
d with the tricyclic compounds after 


hange over to one of the 
al of 2 weeks. 
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Side effects of all the MAOI include hypertensive crises with 
severe headache and occasionally an actual subarachnoid haemorrhage. 
They are precipitated if food containing tyramine is taken hy 3 
patient who is on a MAOI. He must therefore be warned to avol 
cheese, marmite, bananas, strawberries, beer and high meat. Certain 
drugs, especially the tricyclic compounds, amphetamine, pethidine 
and morphia must not be given to a patient on a MAOI and b 
patient should carry a card to this effect. If a patient is to be change 1 
over from a MAOI to one of the tricyclic compounds, an interva 
of 10 to 14 days should be allowed. ill 
3 Stimulants (now largely replaced by the preceding drugs but st 
useful to give a brief temporary lift, for diagnostic purposes or tO 
meet a specific non-recurrent event). 

Dexamphetamine (dexedrine) 5 mg. Often combined with amylo- 
barbitone 32 mg in the preparation known as drinamyl. Dosage: 
Tab. x b.d. or t.d.s.—not to be taken after 4p.m. Side effects: 
tension and overactivity, sudden lowering of mood when the effect 
of the drug has worn off after a few hours, addiction especially 1” 
teenagers: amphetamine psychosis after prolonged addiction. 4 

It is important to remember that in a severely depressed an 
apathetic patient the partial lifting of his depression by any of ther 
drugs may remove his apathy and induce him to action. As a resu} 
if a patient has been contemplating suicide but has been too apathetic 


to do it, he may become actively suicidal as his depression is lifting 
under treatment. 


Other methods of treatment 


ECT (see p. 239) still has a higher rateof successin severely depressed 
patients than any one drug. It should therefore be used if relie: 
from severe depression has n 


drugs. Relapses, however, are common. 
2 


‘ormal psychotherapy can be very helpful especially if neurotic 
factors predominate; 
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Thus it is clear that the decision what treatment or combination of 
treatments, e.g. drugs and psychotherapy, to use is very delicate 
and depends on the severity of the risk of suicide, the extent of 
depression, previous reactions to drugs in the patient or his relatives, 
his reliability (to avoid cheese and alcohol), the co-operation 
likely from those around him and the efficiency of psychiatric help 
available, 
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16 Suicide and attempted suicide 


This is so important as to need a separate section. 


PREVALENCE 


Suicide is much commoner than many people realize. For example 
in England and Wales in 1961 there were 5,207 deaths from a 
as compared with 6,634 deaths from road accidents. Besides is a 
Tough estimate is that seven times as many attempts are made as 


Succeed, though these are not by any means all sincere attempts. 


On the other hand, some road accidents are probably suicides. The 


Tate appears to rise in old age. It is said to be higher in ies 

Elsewhere in Europe the highest suicide rate is in Scandinavia and 
Berlin, and the lowest in Eire. Various reasons, none entirely con- 
Vincing, have been adduced: (the ‘welfare states smother enterprise 


and the desire to live; the climate in Scandinavia; personality traits; 
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the strong religious prohibitions in Eire; or possibly that statistics 
in Scandinavia are more thorough). 


REASONS 


Many suicides have occurred without psychiatric disability: for 
example for personal honour (Japanese hara-kiri, or until recently, 
an RN captain going down with his ship); to save relations the 
trouble of long nursing; to avoid torture and betrayal of comrades; 
to curtail prolonged illness; to bear witness to one’s faith; to save 
Someone else’s life. This has of course the sanction of the Na 
Testament; it also occurred in many pagan cultures, where o 
willing sacrifice of the king, or his substitute, was made for the sake 
of the people (there is evidence that William Rufus and anne 
Boleyn were examples). Nonetheless there is still some stigma 
attached to suicide: on religious grounds (especially Roman Catholic); 
on out-dated legal grounds (the citizen’s body was not his property» 
but the king’s); in terms of life assurance (so that one can not ie 
money for one’s heirs) and in some countries immigration law 
(which punish people if their relatives have committed suicide). ) 
Until recently attempted suicides could be (but seldom wo 
charged by the police, in England (but not in Scotland). The ny 
has now been altered, but the survivor of a suicide pact may 
charged with murder if his partner dies. s 
Psychiatric illness is today by far the commonest cause, as follows: 
1 Depression of any type is the commonest syndrome, so that the 
risk of suicide must be considered carefully in any case, whether the 
depression is mainly of endogenous or of reactive origin ; suicide 18 


more likely in the latter if the patient sees that the precipitating stress 
will increase. An early history of maternal deprivation is often # 
factor and so are re 


cent bereavements and other losses or dis- 
appointments. 
2 Schizophrenia: suicide may occur, especially in a depressed phase- 
i T in front of trains, result in 
e alizes how foolish this is, but 
cannot always oppose his compulsion indefinitely. 
4 Acute anxiety states may lead to suicide, as the only way of 
escape from an intolerable position, 


5 Hysteria: it is not true that ‘hysterics’ never kill themselves; death 
may occur from a panic gesture in a threatened and hopeless patient, 


or from a dramatic attempt (not intended to succeed), which goes 
p 
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wrong and succeeds by accident. Nonetheless, an attempt at suicide 
are olteni as a gesture which demands help and must be treated 
cordingly, Failure to do so may lead to despair, and a genuine 
empt, 
Ap, states may lead to death, which is more, likely to be 
sda. mistakenly taking an overdose, but sometimes 1S a genuine 
ao FE once drugs or alcohol have diminished the patient’s control 
ntact with reality. 
7 Chronic Alcoholism arising from, and increasing, depression. 

Tn all these, loneliness is an important factor. It must be remem- 
si that there are many socially isolated people in big cities, 
ee London; this isolation is increased by the above illnesses, 

of course by poverty, housing difficulties and old age. 

Many of these syndromes occur in inadequate dependent people, 


“specially if rejected or isolated. 


METHODS AND THEIR CONTROL 


Methods vary enormously with the opportunities and social customs 
ne Since 1948 self-poisoning with barbiturates has become 
commonest method of attempting suicide in this country. 

Pi elas is another drug used for this purpose; turning on the gas 
‘Ss Nowadays less common. Although it is practically impossible 
definitely to prevent a person determined on suicide, it 1s clear 
a by diminishing the opportunities (e-g- by making drugs hard 
h come by) one can prevent many patients from an attempt. This 
Should therefore be done where possible (but the Thames is always 
there for Londoners). 
On the other hand it is clear that severely restrictive measures 
(such as exist in prisons or in old mental hospitals) can make mild 
depressions worse, and drive some people to suicide. Restrictions 
Which consist of removing scissors, €tc., after 10 p.m. at night and 
on Sunday are obviously ludicrous, but still exist (as do their counter- 
Parts in other fields). Good unobtrusive supervision which does not 


impair the patient’s self-respect is most valuable. 


THE GENERAL PRACTITIONER'S 
ATTITUDE AND ACTION 


Faced with such risks, the general practitioner has a difficult task 
to decide what to do, and in particular whether to leave the patient 
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at home, or persuade him to go to a psychiatric unit. He can see 
admission by using Sec. 25 and 29 of the MH Act, if he feels suicide 
is likely. 
His decision will be made by assessing: ie She 
1 the state of the patient’s mind, i.e. the depth of his depression, t 
strength of his control, his ethical standards, his views on life afte 
death, whether he intends or fears suicide, whether he will conn 
with the doctor, and his aggressiveness. The more overtly eae 
he is towards others the less likely is he to turn the aggressio’ 
against himself in a suicide attempt. der- 
2 the degree of loneliness of the patient and the support and unde 
standing relatives can give him. 
3 the facilities available in the local psychiatric unit. ihe 
A patient contemplating suicide is not likely to be deterred by. es 
general practitioner expressing horror. But a discussion of his mo 
for suicide may help and, above all, the general practitione y 
inculcation of some hope. Further treatment (see p. 66) clear 
depends on the psychiatric condition. wot Gf it is 
At times the risk must be taken not to admit to hospital, if i és 
likely to do more harm than good. If in doubt, a payee ie 
opinion certainly should be sought urgently. Even if delay is inevital 
the fact of an appointment being made gives hope. Chad 
The Samaritans are a voluntary body founded by the Rev. = 
Varah, in London, and now active in other cities. They answ 4 
telephone calls for help from people who are anxious and depresses 
and have certainly saved some from attempting suicide and induce 
them to seek medical advice (compare Alcoholics Anonymous). 


FURTHER READING 
Kessel, N., and McCulloch, W, (1966). ‘Repeated acts of self-poisoning and 
self-injury’. Proc. Roy. Soc. Med., 59, 89. 
Stengel, E. (1964). Suicide and attempted suicide. Penguin Books. 
Tannahill, M. (1967). Attempted Suicide, Hospital Medicine SLL. 
Williams, G. (1955). The sanctity of hum, ; 


Z an life and the Crimi; Faber 
and Faber) which has an excellent chapter on didda. oa 
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17 Mania 


anic-depressive psychosis— 


Endogenous mania is one phase of m 
depression (see p. 63). A 


bei 
zor the counterpart of endogenous 
ilder form is known as hypomania. 


THE PREVIOUS PERSONALITY 

clothymic and there may 
mania and/or depression, 
Patients include a high 


= Previous personality is generally cy 

white been previous attacks of hypomania, 
ich are sometimes of marked regularity. 

Proportion of professional people. 


AETIOLOGY 
hoe is uncertain. Biochemical and psychological causes have both 
cen suggested and changes in electrolyte balance have been recorded. 
= with recurrent depression, relatives may be affected. According 
ie Psycho-analytic theory mania occurs as a defence against under- 
Ying depression. Depression under treatment may swing into mania. 


SYMPTOMS 


An actual description of the manic’s impres 
€ referred to as mental integration, ran as follows: 
ealthy mind in a healthy body. 


Mental integration produces a h peartny | 

; he skin loses its sensitiveness to grit and dirt, and its liability to 
injury by abrasion. There is a delicious feeling of physical fitness 
and well-being throughout the whole body, and great joy and 
elation. Both physical and mental energy seem inexhaustible. The 
oise, when he needs sleep. The 


Man can sleep anywhere, even amid n 
describably beautiful, even things and 


Whole world becomes in ‘i 
Persons that seem positively ugly to others. Heat, cold, pain, hunger, 
ily borne than before, and are often 


and thirst are all much more eas 
scarcely noticed. The sun and the frost both cease to harm the skin. 


Alcohol ceases to intoxicate. The man is pr actically immune to every 
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kind of disease, including the common cold. Accidental infections 
are overcome very quickly. Skin troubles, such as psoriasis and 
“nervous” dermatitis, disappear. ; 

‘The memory is complete. One idea calls up a host of related ideas 
without effort. The man cannot but consider every question of 
judgment or conduct in all its aspects simultaneously, and he sees 
the right answer at once. He has no mental conflicts, and ceases to 
be capable of fear and doubt. Everything seems an occasion for sheer 
merriment. : 

‘He has unbounded faith, courage, patience, tact, resource, wit 
and humour, and what less fortunate persons regard as will-power. 

‘He is filled with an overpowering feeling of benevolence towards 
every other human being, animal, and thing; and they in turn 4 
seem and are well-disposed towards him. They simply cannot help 
being so. He can thus control horses, charm snakes, tame lions, etc- 
The whole world seems suffused with friendliness, kinship, and 
significance. He realizes as never before that he belongs to it; that 
this is his true home; and that he is merely a part of the living whole. 
He loses all capacity for anger, hate, contempt, guilt, anxiety, 
suspicion, and the other disturbing emotions. Everything in nature, 
literature, and art takes on a new and richer meaning. . f 

‘He can solve any kind of problem immediately, by a kind 0 
intuition. He will never change his mind merely to please anat 
person, but he may change it in the light of fresh knowledge or 4 
a new turn in the situation.’ 

Later, however, the benevolence mentioned by the writer passed, 
and he became aware of opposition, attributing it to stupidity of 
deliberate persecution; the major religions of history and their 
founders were dismissed and his own writings were extolled. Never- 
theless he was still capable of putting his finger with considerable 


shrewdness on the weak spots of contemporary political and religious 
leaders. 


Such a patient can be seen b: 
(and often to look) very well, to 
mentally and to need very little 
means as good as he believes. 

But he will at once produce plausible r 
an impulsive decision, which overrides 
shows no consideration for others, 

Flights of ideas and delusions of 
if thwarted) are common, but hall 
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y an observer to be elated, to feel 
be very over-active physically and 
sleep. But his judgement is by no 


easons for making what is 
his usual standards; and 


grandeur (and later of persecution, 
ucınations are rare. In the extreme 


I7 Mania 


case, the patient may believe he is almighty and omniscient; in 
milder forms, he is over-confident, cocksure and managing and 
brooks no opposition. The acute case may ruin himself financially 
or be violent if opposed. 

All grades exist between this and cheerful, busy optimism. 


COURSE 


Spontaneous recovery is common. But some case 
and considerable harm may be done to reputation, rela hips 2 

ank balance meanwhile. The behaviour of the manic patient 1s a 
tremendous stress on his family, friends and associates. Perhaps at 
times the latter can enjoy his good spirits; but the former are worn 
Sut by his egocentricity and pace of living. 


become chronic 
relationships and 


DIFFERENTIAL DIAGNOSIS 


A Severe case is unmistakable, but delusions of grandeur and failure 
ot Judgment may occur in cerebral tumour, GPI, encephalitis and 
alcoholism. 


TREATMENT 


This must vary considerably with the s 
typical case will not feel ill, nor agree L 
compelled to have it. But tactful advice may be accepted, while 
Ogmatic opinions will provoke antagoni 
pe Phase may realize he is ‘going up’ 
own internal drive and so accept advice, 
co-operation is lost as his mood rises. Extreme p 
quired on the doctor’s part. : ? 
Drugs: Haloperidol (serenace) 1-3 mg t.d.s. is most useful ; it may 
€ad to symptoms of Parkinsonism, which can be controlled by 
Orphenadrine (disipal) 50 mg with each dose. Lithium.carbonate, in 
doses of 750 mg q.d.s. for three_days, may be used for an acute 
attack: and ther redueed. It may be given (250 mg t.d-s.) as a 
Maintenance dose to control and prevent attacks. It should only be 
given in the absence of renal | disease and under close supervision. 


Sedatives should be used at night to produce as much sleep as 


Possible. 


In cases of severe mania the patient may have to be restrained and 
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compulsorily detained. Intermediate cases may accept drug wire 
ment as out-patients. The most difficult to handle are those, gener 3 J 
professional, people who act on impulse—often disastrously— W 
sober down at once if compulsorily restrained, and so have to 
discharged. 

ECT: Has been used but is seldom necessary with modern anik. 
Modern types of leucotomy (see page 251) have been shown 
prevent the recurrence of attacks. ‘bed; 

The effect of a manic patient on his relatives has been described; 
they will also need much support. 


18 Obsessive-compulsive neurosis 


Under the name of obsessive-compulsive neurosis, or ‘obsessional 
neurosis’ in short, are included a number of conditions chamo 
by compulsive thoughts, doubts, repetitive actions or rituals ert 
compulsive fears accompanied by such actions. These phenom Ki 
are isolated from the rest of the patient’s mental activity; he kno 5 
them to be irrational but cannot resist them in spite of all effor 
to do so. a 


CLINICAL FEATURES 


The compulsive thoughts are often aggressive, sexual or obscene-in 
nature. The patient realizes that they originate from within his ow? 
mind and he feels ashamed and depressed on account of their 
presence and disturbing nature. He may believe that, as it were by 
magic, these thoughts could give rise to real „consequences. such „as 
the death of someone; or he may. try—usually in vain—to replace 
these thoughts by more pleasant ones, or to ward off the imagined 
ill effects by repetitive actions, so-called rituals, in the belief that in 


this way the harmful effects can be prevented (so-called magic 
undoing). 


More often, compulsive actions, sin; 
the patient being aware that they havı 
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gly or in series, occur without 
e any relation to aggressive or 
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sexual thoughts, which have been completely repressed. To him, 
therefore, they seem nonsensical, which is a further source of shame, 
guilt or anxiety. Actions are generally either danger-avoiding, e.g. 
turning off gas-taps, locking doors, or expiatory, ¢.8- washing hands. 
Preventing the ritual causes great anxiety, performing it only 
Smporary relief. Frequent, persistent and complicated rituals, e.g. 

king several hours getting undressed and into bed, may completely 
ruin a patient’s life and produce acute depression. 

The condition usually develops on the basis of a pre-existing 
obsessional personality characterized by being rigid, controlled, 
meticulous and perfectionist. Having high standards these people 
are conscientious, reliable workers but they tend to suffer from being 
anxious if they cannot live up to their own or others’ high expect- 
ations and are given to doubt their own decisions and actions. In a 
minor form these characteristics are useful attributes but if excessive 
and if they lead to compulsive need to check work and other activities 
Tepeatedly, the condition may become a handicap and verge on an 
obsessional state. 


COURSE AND PROGNOSIS 


The condition usually starts in the early twenties, sometimes earlier. 
Vecasionally it is symptomatic of a depressive or schizophrenic 
illness but in most cases obsessional and depressive symptoms, if 
Co-existent in the same patient, are both expressions of related 
Psychological conflicts. Sometimes the symptoms clear up spon- 
taneously but most cases tend to become chronic and the longer the 
Condition has been present the less likely are the chances of recovery 


Without, and often even with, treatment. 


AETIOLOGY 
Although constitutional factors may play a part, the basis for the 
development of an obsessional neurosis usually lies in a disturbance 
of personality development related to interaction between the patient 
and his family. The inculcation of too high ideals and too strict a 
Conscience by parents and other influences, such as too strict a 
religious upbringing, are important factors as they will lead to 
exaggerated guilt on account of aggressive and sexual impulses. 
Many of these patients have been overcontrolled and handled too 
Strictly and punitively in childhood, and, accor ding to psychoanalytic 
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theory, fixation at, and regression to, the anal stage of infantile 
development plays an important part in the development of an 
obsessional personality and neurosis. However, similar observations 
also apply to many other psychiatric conditions and our under- 
standing of the origin of this condition is still incomplete. 


TREATMENT 


7 F A e 
Obsessional neuroses are notoriously difficult to treat but th 
following are the main therapeutic approaches available. 


1 Superficial psychotherapy 


This will be the method first used by the GP. Although unlikely "a 
lead to the disappearance of the obsessional symptoms it will i 
aimed at making the patient feel that he is being understood, tha 
his fears are unrealistic but can be seen to have some meaning A 
terms of exaggerated guilt feelings, and that if he could begin 0 
pay a little less attention to his symptoms without fighting them ye 
hard they might gradually interfere less with his life and dini 
in intensity. As in all other superficial psychotherapy, the GP eek: 
be prepared to listen and to discuss the patient’s problems W! 
him; he must at all costs avoid antagonizing the patient by ol 
him to ‘pull himself together’. The patient knows better than ne 
doctor what useless advice this is as he has already tried desperate y 
but unsuccessfully to resist his compulsive thoughts and rituals, a” 
he is already impatient enough with himself without getting further 
impatience from his doctor. 


2 Formal psychotherapy 


If the patient is sufficiently intelligent and motivated to undergo 
analytical psychotherapy or psycho-analysis, and if such treatment 
is available, this is the treatment of choice even though it may take 
a long time and a successful Outcome cannot be guaranteed. By 
helping the patient to discover the unconscious meaning of his 
symptoms and to work on them in a secure psychotherapeutic 

à et the satisfaction of being taken 
seriously in all the aspects of his illness and underlying problems 
but he may gradually find that his symptoms become less of a 
pre-occupation for him, and ultimately his rigid, obsessional per- 
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sonality may change as well. The main difficulty is that obsessional 
patients tend to rationalize, and instead of changing in the course of 
psychotherapy they may incorporate the insight gained into their 
obsessional thinking and pre-occupation. 


3 Drugs 
These have little to offer in the treatment of obsessional neurotics 
but occasionally, if the symptoms are part of a depressive illness 
they may respond to treatment V ith an anti-depressant drug. 
Similarly, if much anxiety is associated with the patient’s symptoms 
tranquillizers may give some relief and may make the patient more 


amenable to psychotherapy- 


4 Leucotomy 
If all other methods have failed this may be worth considering in 
Patients who are seriously disabled by their symptoms, who show 
much anxiety and tension but whose previous personality has been 
reasonably stable. Again, results are unpredictable and in any case 
the operation should be preceded by establishing psychotherapeutic 
contact and regarded as a step to diminish tension and so allow 
further psychotherapy: without the latter, relapse is likely (see p. 25 3). 


Ig Hysteria 


Hysteria is not a clear-cut clinical entity, but a term which covers 
a variety of reactions, shown by many people from time to time to 
a greater or lesser degree; they are regarded as unhealthy if extreme 
or habitual, Unfortunately, this is often not realized, and the word 
‘hysteria’ is used as a term of abuse and arouses prejudice; the 
whole subject has thus become complicated by many misconceptions, 
set out below. It is of historical interest that it was Freud’s work 
With patients suffering from hysteria which led to his fundamental 
discoveries of the unconscious and hence to psycho-analysis (sce 


P. 224). : 
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‘SYMPTOMATOLOGY F 
1 Symptoms are manifold and include a great variety of p 
complaints, motor, sensory and visceral ‘conversion’ symptoms, an 
also mental Symptoms, e.g. amnesia and hysterical fugues. : 
2 Although these do not correspond, in nature and extent, with ee! 
Organic lesion, they do correspond with an idea in the eel 
mind, based on information he has (though this may be we 
3 They aim at some gain but this is unconscious. It may be ks 
‘primary gain’ (Freud’s term) through repression which gives re na 
from an intolerable intrapsychic conflict, and (b) ‘secondary gå s, 
arising from the symptoms and demanding help, or allowing pe 
from a stressful situation. Often, however, the total loss to 
patient exceeds any short-term gain. sa 
4 There may be anatomical discrepancies in the symptoms, Ba 
selective disability, but this again will not be realized by the Pa 
5 Classically the hysteric is calm (belle indifference) because = 
is dissociation of feeling from an underlying painful conflict, ee 
anxiety having been ‘converted’ into the symptom ( ome 
hysteria’). But this may not be completely so, and then some sa 
persists (anxiety-hysteria). Again, there may be some — ce: 
the symptoms which have developed, though this is generally 
than they might be expected to provoke. à . 
6 If he se etinicien, as he nearly always does, the patient T 
dramatize and exaggerate his symptoms; he will make unreason A 
demands, make statements which are unlikely to be true, and ‘GP 
to manipulate his environment and so infuriate his family and his Gt: 
The latter’s reactions will lead the patient to exaggerate still further- 
7 Under severe stress, the patient may react acutely in one of severa 
ways: 
(2) Panic and flurry, when he may damage himself and others, 
like a bird trapped in a room. 
(4) Mimicry, when he imitates symptoms and behaviour of those 
around him—whole groups may do this (‘chameleon-like’)- 
This is usually due to unconscious identification. 
(c) Inhibition of normal reactions, such as fight or flight, and so 
paralysis, or even stupor Copossum-like’). 
8 Suicide is often threatened, and Sometimes attempted; in general, 
it is a demonstration, or an appeal for help, and is not meant to 
succeed; but it may be fatal, by accident; and occasionally, from 4 
desperate gesture. The risk must be accepted, for if not, the patient 
may blackmail all around him by his threat. 
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DIAGNOSIS 


Diagnosis has in the past been made too often by the exclusion of 
Organic illness; this is wrong. Positive indications must be found in 
the history, symptoms and appearance; in particular: 

I There has previously been some emotional conflict, often connected 
with aggression or sexuality; this may well now be repressed, so that 
the patient will see no connection between its occurrence and his 
illness; but sometimes this can be elicited by a careful history from 
the patient and if possible, relatives; or it may emerge only in the 
Course of psychotherapy when the patient’s defences are gradually 

ing overcome. 4 

2 There may also be a clue as to the nature of the symptoms in a 
history of a chance accident, or of a purpose served; often the 
symptom rı epresents the underlying conflict in a symbolic manner. 

3 There have generally been similar symptoms under past stress. 

4 Usually there is evidence of an underlying hysterical personality 
as shown by selfish, evasive, irresponsible, immature, exhibitionist, 
attention-secking and suggestible characteristics. These tendencies 


are learned, not hereditary. 

5 There may be behaviour whic 

dependence, ] 
According to classical psycho-analytic theory unresolved Oedipal 


Problems m: i tive role. 
ay play an important causative ; 
ie r de, further questions must 


f a positive diagnosis of hysteria is ma : J 
Be asked: Why an ie epmntan occur when they did? Will the 
Patient be happier without them, or better? What effect are they 
faving on other people, including the doctor? The answers to these 
Indicate whether further treatment is needed, or whether the patient 
1S better left with his symptoms and the partial adjustment he has 
reached. The GP may also get some insight through his own reactions. 
Hysterical behaviour may make him feel helpless and angry, and so 
inclined to criticize. No doubt some misconceptions arise 1n this way. 


h indicates regression to infantile 


COMMON MISCONCEPTIONS 
The common misconceptions are worth listing—each with the facts 


in brackets: 
; 3 PE 
I ‘Hysteria occurs only in adolescent girls. 


both sexes at all ages.) 5 Tea . , 
2 ‘Itis the same as malingering.’ (Malingeringis conscioussimulation 


8r 


(In fact, it occurs in 
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of ailments the owner knows he has not got; hysteria is unconscious, 
and the patient believes he is ill.) t 
3 ‘It is entirely despicable.’ (Patients are not to blame, and contemp 
increases their sym toms.) : 
4 ‘It is always cao damaging.’ (Sometimes it is, but at others 1t 
solves social problems.) ume 
5 “It is treated best by pulling oneself together.’ (Pressure of na d 
stances does sometimes check hysterical tendencies, but being 


. to pull himself together only makes the patient worse.) 


6 ‘It is untreatable.’ (Many cases respond to psychotherapy.) 

7 ‘It consists of violent or wild behaviour.’ (This is rare.) The 
8 ‘Diagnosis is by the exclusion of any physical lesion. Ca 
physical state needs to be carefully assessed, but hysteria also 
Positive indications.) 


PSYCHIATRIC ADVICE 


; r 
If the GP is in doubt on the diagnosis, or on the questions above ii 
if specialist treatment seems indicated, he should seek psyc iid be 
advice. Here, it is vital that his letter referring the patient apie E 
full, and give his assessment of the history, the present state, pe 
results of any treatment he has already done. Personal co 
between GP and psychiatrist is most helpful. 


PSYCHOTHERAPY—AND THE GP’s PART 


. etr 0 
Psychotherapy is the treatment of choice but progress is mage 4 
be slow. During it, narco-analysis and hypnosis may be used. A 
necessary not only to remove symptoms (which may be easy, “M 
gratifyingly spectacular, but unfortunately temporary), but also . 
educate the patient away from habits of selfishness and evasi? 
which have lasted for years, and to aim at resolution of the ae 
lying conflicts. If the patient will co-operate, psycho-analysis 0 
analytically oriented psychotherapy are often indicated, the aim 
being not only to remove the symptoms but to bring about changes 
in the patient’s personality, 

The first step in treatment is to understand the patient’s present 
symptoms in terms of his relations with ‘others (see questions above): 
This offers a constructive approach to the real situation; to label 
him ‘a hysteri and leave it at that leads nowhere, except to 4 
stalemate. 
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The next step is to give the patient insight into his behaviour and 
the meaning of his symptoms; but as his resistances are tackled he 
= likely to get angry with whoever does so; nonetheless, this can 
indeed be valuable, if he sces that anger can itself be used con- 
Structively and safely, and that he is being offered help in this real 
Situation, rather than in his attempts to escape from it. Reproof or 
rejection will harden his repressions. 

Tt the patient is being treated by formal psychotherapy the GP 
Still has a part to play between psychiatric sessions. If he feels he has 
Not enough advice on this from the psychiatrist, let him say so. He 
Must understand that he too may be made angry or helpless by the 
Patient, and this may lead him into critical attitudes and misconcep- 
tions—conscious or not. Certainly he can do valuable work, in 
Collaboration with the psychiatrist, but he must remember that 
Patients tend to drive wedges between their helpers and beware of 
falling into this trap. 

t is a truism that both patient and doctor demand more fon 
treatment of psychological than of physical illness; that is, bot 
find it more difficult to accept residual disabilities. Yet many cases 
of hysteria are not fully curable. The GP must all the same be 
Prepared to do what he can, with psychiatric help, and this may make 
a considerable difference to the adjustment of the patient and his 
relatives, 


REFE ES ; i a 
Breuer, J., and hen, S. (1895). Studies in Hysteria. Standard edition, 


Vol. 2. Hogarth, 1955- ; 
Kretschmer > EA Reflex and Instinct. Peter Owen. 


20 The Schizophrenias 


INCIDENCE 
The various forms of schizophrenia are still responsible for the 
bulk of patients in mental hospitals. Thus over 40% of all hospital 
beds in Great Britain are in mental hospitals and 45% of these are 
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occupied by schizophrenic patients. The incidence of schizophrenia 
in the general population is about 085%. 


SYMPTOMATOLOGY 


This can be considered under several headings but in any one 
schizophrenic patient only some of the following manifestations E 
likely to be present; nor can the diagnosis be made on the basis k 
one or two isolated symptoms but only on the total picture the patien 
presents. k 
1 Withdrawal from reality into fantasy, with varying degrees of Jaci 
of insight; although patients often maintain a remarkable and some 
times heightened awareness for events in the environment. oe 
2 Characteristic thought disorder: vague, disconnected thoug! 4 
absence of normal sequence, although the underlying conned Fi 
and meaning may become more obvious as one gets to know se) 
patient better; thought blocking is common, new words Cnsaloge é 
may be used, thinking is often concrete and over-inclusive and a 
patient may feel that thoughts are being put in his head or are a 
trolled from outside. Primary and secondary delusions and ideas 
reference are common. nd 
3 The affect is often inappropriate giving rise to inadequate 4 
unexpected emotional responses, e.g. fatuity or flatness of affect. 

4 Disorders of perception: auditory and visual hallucinations. a 
5 Behaviour may be bizarre, unreliable and impulsive, often Ta 
consequence of delusions and hallucinations. Complete withdraw: 
may result in catatonic stupor. tal 
6 In chronic cases there may be gradual deterioration of all amen a 
functions but this may be the consequence of prolonged institu 
tionalization rather than of the illness itself. Kraepelin’s (1890) 
original term ‘dementia praecox’ was replaced by the label ‘schizo- 
phrenia’ by Bleuler in 1911 as dementia does not necessarily occu" 
nor does the condition always start in young people. The oe 
schizophrenia, which refers to a process of fragmentation of menta 
processes, not necessarily Progressive, is therefore more appropriate. 


MAIN CLINICAL GROUPS 


It is only the predominating features of these groups which are 
given below. There are many mixed, atypical cases, and at different 


times in the course of the same illness features of several types may 
be seen. 
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1 Simple 
Lack of interest, impoverished range of thought, idle, shiftless, no 
Settled job; or sometimes an intelligent and apparently stable person 


may become increasingly ineffective, solitary or apathetic. Periods 
of depression may occur. Onset is gradual and usually starts in 


young people. 


2 Hebephrenic 
Incoherence in talk and stream of thought, emotional disorder, 
Siggling, excitement, aural and visual hallucinations, changeable 
fantastic delusions, and ideas of reference, depersonalization. Onset 
1S in young people and usually acute. 


3 Catatonic 
pas of excitement and stupor; mutism, often in obedience to 
allucinati i Se si 
Senge echolalia and echopraxia, resistiveness, negativism, 
tbilitas cerea, stereotyped posture and mannerisms. 


r 4 Paranoid and Paraphrenic forms 
uspici : inati nature 
PiCiousness, delusions and hallucinations of persecutory 


See also paranoid states, p. 89). 


AETIOLOGY 


chizophrenia is probably multifactorial i 
© Interaction of psychological stresses, 
8enetically determined constitution. 


n origin and results from 
physical influences and a 


1 Heredity 
The work of Shield and Slater and others has shown that the 
©xpectancy rate for schizophrenia in relatives of schizophrenic 
Patients js greater than in the general population (general population 


S859, parents s-10%, siblings 515%): This could be due to the 
fect of a psychose i Te or child on the other family members but 


that genetic factors may be of importance is supported by studies 
of twins: if one of a pair of identical twins is schizophrenic, the other 
18 likely to be affected in 65% of cases, and even if the twins have 

cen brought up apart the incidence is of similar order. The con- 
Cordance rate in non-identical twins is similar to the expectancy rate 
iN ordinary siblings, i.e. about 15%- 
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2 Family environment 


Family studies have drawn attention to disturbed interaction i 
the families of schizophrenics, e.g. double-binding, invalidaonn d 
imposition of false or contradictory roles all of which lead to distur a 
personality development; at the same time the presence of a psycho i 
member has a disrupting effect on the family, thus estaba i 
vicious circle. Claims have also been made, as the result of PY 

analytic treatment of schizophrenics, that a disturbed oes, s 
relationship at very early stages of infantile development w H 
aetiological significance. The main difficulty in all these stu e 

that similar abnormalities in family interaction can also be obser 


; fe z 5 SNA than 
in families of patients suffering from psychiatric illnesses other 
schizophrenia. 

3 Prepsychotic personality eof 


Not uncommonly schizophrenia develops in a particular ae 
person with a shy, seclusive, sensitive, day dreaming and ae 
spective nature, the so-called schizoid personality. This may hove’ 
be the result of a disturbed family environment as described 3 co 
These facts have been used by Adolf Meyer in his eet” to 
schizophrenia as a process of progressive maladaption of a pen anid 
his environment, and explain much of what is seen in schizop d per- 
thinking and behaviour. This takes into account the schizoi from 
sonality’s steadily increasing propensity to evade or retreat than 
stresses and difficulties by the use of excessive fantasy, rather 

by dealing with his troubles. 


4 Physical type A 
Kretschmer and later Sheldon have held the view that schizophrem 
patients have certain statistically definable trends towards the pa 
called asthenic or ectomorphic bodily constitution, but a schiz 
phrenic illness is by no means limited to this type of physique. 


5 Biochemical changes 


Schizophrenic reactions can follow the administration of certain 
drugs, e.g. mescaline, amphetamine, which can cause a paranoi 
psychosis if taken over a long period and a ao eby 2 mphet- 
amine addicts, and LSD. Much work has been done in investigating 
the possible biochemical mechanisms involved and the view that 
abnormalities of adrenaline or of nitrogen metabolism might be 
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responsible for schizophrenic illnesses has been put forward. How- 
ever, so far there is no consistent evidence of any specific biochemical 
abnormality associated with schizophrenia. 


PROGNOSIS 


This varies considerably with age, type and duration. Prognosis is 
Worse in younger patients, in cases without marked precipitating 
Stress, in insidious development, in cases with persistent hallucina- 
tions, and in hebephrenics. Spontaneous recovery may occur im 5% 
and some improvement in 35% of cases. Treatment has increased 
these figures from 30% to 60%. (These figures are rough since valid 
follow-up is difficult.) Prognosis also depends on the home atmos- 
Phere. Discharge to a disturbed family or intense emotional involve- 
ment with a close relative may provoke relapses. 


TREATMENT 


Treatment may be considered as a series of steps, as follows: 


1 Admission 
Admission to hospital, compulsorily on occasion, offers the best 
Chance of intensive treatment and is sometimes necessary for the 
Protection of the patient and those around him. But it may lead to 
istitutionalization in a hospital whose staff is inadequate. The pros 
and cons of admission must therefore be weighed at the start. 


2 Drugs and shock treatment 

Many of the acute and serious symptoms can nowadays quickly be 

Tought under control with physical treatments. The phenothiazine 

€rivatives are usually the first line of treatment, and if effective, the 

Patient may have to stay on a maintenance dose for long periods up 
to a year or two. The following are especially useful: 


Chlorpromazine (Largactil) 50-200 mg t.d.s. 
Trifluoperazine (Stelazine) 2-10 mg t.d.s. 
Perphenazine (Fentazin) 2-20 mg t.d.s. 
Thioridazine (Melleril) 25-200 mg t.d.s. 


It is usual to start with the smaller dose and to increase the dose 
8radually to obtain symptomatic relief. Close supervision is needed 
on account of such side effects as hypotension, Parkinsonism (which 
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may be prevented by simultaneous administration of disipal, 50 mg 
t.d.s.) skin reactions and occasionally jaundice or agranulocytosis. 
These drugs are potentiated by alcohol. 

In acute cases, especially for catatonic and depressive symptoms, 
and if drug treatment has failed, ECT may produce quick benefit, 
sometimes in combination with phenothiazines. Insulin coma, often 
used before the advent of phenothiazines, has now been largely 
superseded. 


3 Psychotherapy 


Supportive psychotherapy is essential in order to establish a relati 
ship with the patient and to provide sympathy, understanding se 
tolerance of disordered thought and behaviour, even if the patien 
appears to ignore it at first. Shortage of doctors rarely ake 
possible to provide individual relationships, but by tnaany 4 nae 
nursing staff and by running wards and day hospitals along the 
peutic community lines, similar results can be obtained. i 
Intensive analytical psychotherapy has been used. Here an a 
transference relationship is allowed to develop and therapy may ie 
to continue for several years, One of the aims is to ey his 
patient’s withdrawal and to help him understand the meaning o. aa 
fantasies and thought disorder but it is essential to emphasize sabia 
with reality throughout. The outcome of such treatment is du ae 
and it is doubtful whether it is ever justified to withhold frea 
with drugs for long periods nowadays. Modified intensive psy A 
therapy can, however, be of considerable help to some patients, 
combination with or following treatment with phenothiazines. 


on- 


ense 


4 Surgery 
For very disturbed patients who have failed to respond to all athe 
methods a modified leucotomy has been used to allow the patien! 
to live a quieter life but with blunted emotion: cingulectomy has 
proved successful in a small series of cases (sée p. 251): 


5 Social Rehabilitation 


The above methods may be considered as preparing the way for 
rehabilitation, a gradual re-introduction to the ordinary stresses of 
life. It is directed mainly towards stimulating activities with an 
exteriorizing influence. Re-education may have to begin with the 
very fundamentals of life, such as feeding and personal hygiene. It 
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will move on to taking part in social activities and responsibilities, 
Part-time and later full time work in gradually increasing degrees 
and with support. A day hospital may be very useful for such 
rehabilitation. After-care hostels are useful for those who have either 
no families to go back to or whose families have a disturbing effect 
on the patient. 


c FURTHER READING ; r : 
Oppen, A., and Walk, A. (1967). ‘Recent developments ın Schizophrenia’, 


tä Brit. J. Psychiatry. Special publication No. 1. 
oe R. D. (1960). The Divided Self. Tavistock. om : 
ayer-Gross, W., Slater, E., and Roth, M. (1969). Clinical Psychiatry, 


Chapter 5, Baillire, Tindall and Cassell, London. 


21 Paranoid states 


DEFINITION 


The term paranoia antedates Hippocrates but in hi 
to have been used as the equivalent of ‘insanity’ today. The term 
reappeared in the eighteenth century as a name for delusional and 
Clirious disorders. In Kraepelin’s work on a system of mental 
disorders published in the 1880’s it was more narrowly defined as 
à rare diagnostic entity. ; 
N current usage the term paranoid indicates the presence of 
feelings of persecution of varying degrees, from a defensive suspicious 
attitude in a patient with a personality disorder, to a psychosis in 
Which there are firmly held systematized delusions of persecution; 
grandiose ideas or delusions may accompany these; ideas of reference, 
1€. a tendency to regard outside events as referring to oneself, a 
marked form of ego-centricity, are a part of the persecutory grandiose 
Tange of reaction. Patients are often very secretive about their 
Suspicions and delusions and it may be difficult to establish their 
nature even if the patients’ behaviour suggests they are acting on 
the basis of such ideas. 
In psychodynamic terms the paranoiac uses the psychological 
mechanisms of denial and projection. These mechanisms are normal 
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components of everyone’s defensive system used in dealing with 
psychological conflict, but the paranoid person uses them to a greater 
degree and more persistently. An example of the simplest form of 
dynamic formulation would be that the patient cannot accept his 
hostile feelings for a particular person, denies them, projects them 
on to that person and then feels the latter to be hostile to himself. 


INCIDENCE 


Paranoid reactions occur in many different conditions. They are A 
essential feature in the paranoid psychoses, and an occam a 
symptom in almost the entire range of psychiatric diagnoses. T ey 
may appear in normal people under the influence of adverse cireni 
stances, such as isolation by deafness or other physical disability, w 
in refugees among people whose language or customs they Es 
understand. They may be produced by drugs e.g. hashish, LS” 
amphetamine. 


1 Paranoid psychoses 


schizophrenic symptoms, to a schizophrenic illness with para Jo 
features. In fact most patients with paranoid delusions do deveni 
schizophrenic symptoms and there can be no clear distinct! e 
between the three groups. The paranoid psychoses have a later a 

of onset than other schizophrenic illnesses. They may deve 
acutely, or insidiously, and have a tendency to become chronic, 
though remission may occur. A feature of the condition is that son 

patients may appear to be in remission, and able to lead relative y 
normal lives, but direct questioning will reveal an intact delusiona 

system, which may also come to light if the patient is under siros 
Suicide is a risk in severely persecuted patients, and some paneo 
will attack their supposed persecutors’ life or property; these rs p 
must be assessed in the management of the patient. 


2 Affective disorders 


In severe depression there-is sometimes a paranoid element with the 
- . sy ae Sr oF - 

patient fluctuating between a feeling that his misery is a just punish 

ment for his wickedness, and a feeling that it is due to persecution 
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is hasn’t deserved. (But, remember that paranoid psychoses some- 
times present as depressive illnesses, the true nature of the illness 
becoming apparent when the patient responds to treatment of the 
depression). 

Manic and hypomanic patients may show paranoid reactions only 
partly understandable as due to opposition to their conceit and 
Overactivity; treatment is more difficult. 


3 Personality disorders 
Some people are abnormally suspicious, sensitive to criticism (real 
Or imagined) and find it very difficult to trust or understand other 
People. They are often hostile in attitude and liable to experience 
Considerable difficulties in interpersonal relationships, with increasing 
Personal isolation. This represents a life-long personality pattern, 


with no deterioration, but such a condition may be pre-psychotic. 


4 Organic psychoses 
aranoid reactions are relatively common in the psychiatric com- 
). There may be difficulty 


plications of organic disease (see p. 107, ; l 
in the differential diagnosis of paranoid features accompanying senile 

€mentia and paraphrenia of late onset. In some epileptics there are 
Personality changes which may include a general paranoid attitude. 
A Schizophrenic-like illness, usually with paranoid features, occurring 
1n epileptics, may be associated with temporal lobe epilepsy- 


5 Drugs ; 
Paranoid reactions are common in the psychiatric disorders associated 
with alcoholism. The latter, if chronic, is usually detectable, but 
alcoholic hallucinosis may be difficult to distinguish from paranoid 
Schizophrenia. This and the psychosis associated with cocaine 

addiction usually produce vivid and terrifying paranoid delusions 
and hallucinations. In amphetamine psychoses the clinical features are 
Indistinguishable from ‘paranoid schizophrenia, except that the 
condition shows rapid remission when amphetamine is withdrawn, 
Which will usually be the case when the patient is admitted to 
hospital. Urine tests will reveal the presence of amphetamine, but 


need to be done during the initial period of admission to establish 
the diagnosis, 


gi 


PART Four 
TREATMENT 


General management 


Paranoid patients tend to arouse anxiety and hostility in others, 
which, if expressed, will aggravate the patient’s suspiciousness, 
tendency to blame others and isolation. On the other hand the 
paranoid patient is liable to attribute to his doctors motives an 

actions hostile to himself. Often the most difficult part of the manage 
ment of the paranoid patient is to get him into a treatment were ® 
In-patient treatment is not always required, and by steering a mon 
course between impatience with the patient’s distortions of reality 
and arousing his suspicions by trying to establish a closer emotiona 
relationship than he can tolerate, the general practitioner may E 
able to provide enough support to enable the patient to keep ae 
symptoms under control, to avoid intolerable emotional isolation ye 

to continue his usual occupation. Compulsory powers under F > 
Mental Health Act may be necessary to detain a patient in hospit 

if in-patient treatment is required. Once in hospital the goga 
approach is the same. The relatives will need support and explanatio 

of the patient’s behaviour, from the GP or PSW. 


Drugs 4 
The phenothiazines especially trifluoperazine (stelazine) have prem 
useful in the symptomatic treatment of paranoid illnesses, na E 
tension and anxiety and interrupting the vicious circle ab in 
develop as the hostile patient provokes hostile reactions whic 
turn make him more hostile. 


FURTHER READING ý 
Rolfe, Fr. (1963). Hadrian the Seventh. Penguin Books. (A fascinating 
autobiographic account of paranoid fantasy by an author who happe®s 


to write well); see also the play Hadrian VII, and Symons, A. J. A 
The Quest for Corvo, Penguin Books). 
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PUBLIC OPINION AND PREVALENCE 


Alcoholism in UK is at present far less prevalent than in the days 
of Dickens or Hogarth, and it is less common than in certain other 
countries, such as USA or France. However, it still constitutes an 
extremely important problem, not only numerically but also through 
its effects on the individual, his family and the community. In 1951 
VHO published Jellinek’s estimate of 86,000 ‘chronic alcoholics’ 
(i.e. those with definite mental and physical complications) and a 
total of 350,000 alcoholics in England and ‘Wales; there are a number 
of indirect signs pointing to an increase since that time. As on an 
average the alcoholic’s behaviour closely involves the lives of three 
or four other members of his family it is evident that even today far 
More than a million people in this country are directly or indirectly 
affected by this illness. Unfortunately there is still a considerable 
Stigma attached to it, so that both the alcoholic himself and his 
amily are deterred from seeking advice early on from fear of not 
being understood or of being criticized by the doctor. But the idea 
18 gaining ground that the alcoholic is a sick man in need of the 
doctor's help, The medical student should realize that early diagnosis 
18 all important; such complications as cirrhosis of the liver and 
dementia are fortunately rare and occur at a late stage of the illness 
So that diagnosis must not be delayed until such complications 
Supervene. 


DEFINITION 
There is no completely satisfactory definition but the one most 
Widely quoted has been proposed by WHO in 1952: ‘Alcoholics are 
those excessive drinkers whose dependence upon alcohol.has attained 
such a degree that it shows a noticeable mental disturbance or an 
interference with their bodily and mental health, their-inter-personal 
relations;and their smooth social.and economic functioning; or who 
show th prodroma signs of such developments. They therefore 


require treatment.’ 


93 


PART Four 
SYMPTOMATOLOGY 


Alcoholism may be (1) acute, or (2) chronic. 
1 Acute intoxication Two uncommon varieties include acute hallu- 
cinosis and mania a potu, both often resulting from single heavy 
doses. 
2 Chronic alcoholism Symptoms rarely bring the patient to re 
doctor because of his lack of co-operation and insight; he is usualy 
brought by his relatives, e.g. under threat of divorce or of losing 
his job. Early symptoms include poor concentration, poor STA 
quick changes in mood to depression, euphoria, or aggressiveness 
in response to small stimuli, inability ever to refuse a drink, EE 
creasing self-centredness, diminution of higher ethical standards, 
plausibility and facile inventiveness. 7 
The EE from initial social drinking to fully established 
alcoholism in most cases takes many years, often 10 to 15, and 
been divided by Jellinek into four ‘phases’: À ey 
t The ‘pre-alcoholic’ phase (relief drinking and tolerance increa Ht 
2 The ‘prodromal’ phase (ushered in by ‘blackouts’, ie. orga 
for events that happened whilst he was drinking without be 
drunk). 
3 The ‘crucial’ phase (starting with ‘loss of control’). polic 
4 The final ‘chronic’ phase, characterized by prolonged alco al 
bouts. It is in this ‘chronic phase’ with too little food that pira 
symptoms may arise from damage either to the liver (fatty infiltra ae 
being a much more common occurrence than the relatively " 
cirrhosis), or to the stomach, or cerebral or peripheral neurones. ith 
~" Korsakow’s syndrome Here peripheral neuritis is associated Seu 
invention of fantastic stories told very plausibly to meet gaps-10 
patient’s memory (confabulation). eel 
Delirium tremens An acute attack of terror and restlessness associate 
with vivid and usually frightening visual hallucinations in which often 
all types of strange animals (but hardly ever ‘pink elephants’) may 
be sighted. This may result from sudden withdrawal; so may 
ileptiform fits. l 
aer or periodic alcoholism’ (Jellinek) consists of periods 
of compulsion to drink to excess, usually with periods of complete 
sobriety (or more rarely moderate drinking) in between. 


AETIOLOGY 


As in drug dependence in general, the exact causation is still obscure; 
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the person’s mental and physical make-up (‘host’), the environment 
and the pharmacological nature of alcohol as a physical dependence- 
Producing ‘agent’, all play a part in interaction with each other. 
Mental make-up is clearly one of the most important factors: thus 
a neurotics, people with strong emotional needs, low 
a tolerance, anxiety or depression may more often be 
prea to use alcohol. Small amounts alleviate tension initially, 
os gradually increasing amounts are needed. Alcoholism may then 

come a learned habit. Associated inadequate diet may result in the 
Physical and mental complications of deficiency syndromes. 
o Some alcoholics are psychopaths, but the great majority are not. 
d ther people may become alcoholics, if frequently exposed to heavy 

‘inking as a consequence of their job. 

Prognosis depends largely on the underlying personality and on 

environmental factors such as support by the family. 


PREVENTION 


Intensive campaigns for prevention are bein; 
European countries where alcoholism is far more prevalent than here; 
they are said to be hindered by local vested interests in wine producing 
countries such as France, by climatic conditions such as Finland and 


Sweden, and by local customs, such as distilling one’s own plum 


randy in Yugoslavia. In this country much has been achieved by 
legislation, as for instance by 


restrictive, rather than by prohibitive, , 
Cutting down opening hours in pubs, by heavy taxes on alcoholic 
drinks, by diluting beer, and so on; but important steps remain to be 
taken in convincing the sufferer that if he seeks early treatment he 
will get it without moralizing condemnation, and in ensuring this 
by adequate training and education of medical students and other 


Professional groups. Thus education of the professions as well as of 


the lay public, research, early treatment and legislative measures are 


all important in the task of prevention. 


g waged in various 


THE GP’s ROLE 


The GP’s functions in the first instance are: 

I to avoid a critical, rejecting; condemning attitude. 

2 to provide sympathy, hope, understanding and some explanation 
of what treatment (including psychotherapy) can achieve; and to 
reassure the relatives as well as the patient. No treatment of an 
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alcoholic is complete without involving his family in the therapeutic 
Programme. Alcoholism must be accepted as an illness, not as a 
crime; but this does mot mean that the patient can do nothing to 
help himself; while learning that to a large extent recovery is up t0 
him he also has to learn to accept help from others in the process 
of helping himself. sA 
3 to arrange any more specialized physical and psychologica 
treatment. 


TREATMENT 


This can be sometimes as an outpatient but frequently admission 
is necessary to a specialized unit provided by the NHS Ce 
St. Bernard’s Hospital, Middlesex, and Warlingham Park Hospita', 
Surrey) or in a few private nursing homes. 


Physical treatment 


Alcohol is usually withdrawn suddenly and completely; tranquillizers 
non-barbiturate hypnotics, intensive vitamin medication, restoratio 
of metabolism and of fluid and electrolyte balance are all ve 
during this initial phase. The risk of withdrawal convulsions 1n ck 
heavy drinkers may necessitate prophylactic use of anti-convu as 
drugs. If treatment at home is all that is possible, massive vitamin Fo} 
e.g. in the form of injections of ‘Parentrovite’, and adequate sedati a 
must be given and supervision will be needed; possibly in the pre 
stages, when treated at home, tapering of alcohol may be the sa 
method in very heavy drinkers. 

Acute detoxication must always be followed by psychotherapy: 


Psychotherapy * 


Although alcoholism may finally assume the importance of an 
‘illness’ in its own right it very commonly starts for some underlying 
psychological reason. Some form of psychotherapy, especially group 
therapy, is often needed to give the patient a measure of insight an! 

motivation. The alcoholic usually hopes to be able to learn to drin! 

in moderation, but during treatment he will have to learn that this 
is no longer possible for him and that in order to lead a normal and 
useful life he will have to avoid drink altogether. He must also give 
up any other drugs such as barbiturates, to which some alcoholics 
may be addicted as well. The difficulty in accepting the fact that he 
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is unable to control his drinking is the most serious hurdle in the 
treatment of alcoholics. Rather than admit this inability alcoholics 
habitually resort to defence mechanisms such as outright denial, 
repression, rationalization and projection, and they need to acquire 
Some insight into these while in treatment. 


Anti-alcoholic drugs 

Certain drugs are best regarded as adjuncts to psychotherapy, but 
Not as replacements for it. There are two different types: 

1 Drugs sensitizing the body to alcohol, i.e. ‘antabuse’ (disulfiram) 
and ‘abstem’ (CCC). These are given daily. They inhibit the enzyme 
which carries the alcohol breakdown beyond the acetaldehyde stage, 
So that if alcohol is taken the acetaldehyde level rises in the blood; 
this may produce very unpleasant and sometimes dangerous symptoms, 
Such as hypotension, vasodilation (flushing), tachycardia, nausea and 
terror. The patient must thoroughly understand themechanism involved 
and must be strongly warned of the possible dangerous consequences 
entailed if he is foolish enough to risk drinking on top of these 
drugs. He may also be given a preliminary alcohol-antabuse or 
abstem test while in hospital. Of course, he may often prefer to give 
Up these tablets rather than his drinking, and in such cases this 
form of treatment fails. But in suitably motivated patients this 
method may provide a very useful adjunct. On no account must 
these tablets be given unbeknown to the patient (e.g. by putting 
them into his tea). These tablets act as conscious deterrents; they 
are not usually used as aversion treatment. 


2 Aversion thera ith apomorphine or _emetine. These drugs 
y with apomorp : se dr 

When injected er a short period repeatedly with alcoholic drinks 

i ill be established, so 


will cause vomiting and a conditioned reflex wi i 
that later on vomiting may follow alcohol without the emetic. 


Social therapy i 
Major help may be given by AA! (Alcoholics Anonymous) (telephone: 
°I-352 9669) a fellowship of recovered alcoholics and of those 
i branches in all parts of the British 


alcoholics; AA provides a feeling of belongin, 
are always ready to answer te 


for help at times of crises, ion 
actual relapses of drinking. Incidentally, suicidal attempts—often 
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with fatal outcome—are quite common in alcoholics and so are 
accidents due to an overdose of sleeping tablets. AA can be of great 
assistance to the doctor, probation officer, social worker, etc., in their 
efforts to help the alcoholic. The treatment of alcoholism requires 
integrated teamwork. 3 
Aftercare is the most important phase in treating the alcoholic. 
Halfway houses to assist the homeless or single alcoholic after 
discharge from hospital, or from prison, or the down-and-out 
alcoholic may provide very valuable service. Support after his return 
to the community by social workers, by AA, by his GP, or by his 
priest may all be very helpful. p 
There are now a number of voluntary organizations helping the 
alcoholic, e.g. the Reginald Carter Foundation (34 Seymour ie 
W.1., 01-262 6689), which is a free clinic, and a number of specia 
NHS out-patient clinics, (e.g. Paddington Clinic). R 
Spelthorne S. Mary (Thorpe, Surrey) is an Anglican Nursing 
Home for female alcoholics and addicts. Afe 
The Society for the Study of Addiction (London) is a scienti 
society interested in all aspects of dependence on alcohol and oa 
drugs. It meets at least 4 times a year in London; visitors are We! 
come. Official journal: British Journal of Addiction. 
FURTHER READING 
Edwards, G. (1968). ‘Patients with drinking problems’. Brit Med. J., 2435: 


Jellinek, E. M. (1960). The Disease Concept of Alcoholism. Hillhouse Press 
Newhaven. 
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DEFINITION 


Drug Dependence—as defined by the WHO subcommittee—is a 
state arising from repeated administration of a drug on a periodic 
or continuous basis. Its characteristics vary with the agent involved 
so that one can speak of drug dependence of amphetamine type, © 
cannabis, or morphine, cocaine, LSD (lysergic acid diethylamide) 
or of barbiturate type. These are all at present encountered in this 
country. 
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PREVALENCE 
Although barbiturate dependence and, toa lesser extent, amphetamine 
dependence among the middle aged, especially women, have been 
common in this country for over a decade, public and professional 
interest and concern have been attracted to the problems of drug 
abuse and dependence only over the past five years or so since young 
people began to abuse amphetamines, cannabis (marihuana and 
hashish) heroin and cocaine. No exact figures are available but, as 
very rough estimates, there may be 3,000 to 5,000 heroin addicts, 
Perhaps 25,000 to 50,000 cannabis users (as cannabis is not used 
therapeutically and its use and possession is legally prohibited, all 
‘smokers’ of cannabis ‘reefers’ are legally ‘abusers’), possibly 150,000 
to 200,000 barbiturate abusers and ‘addicts’, 150,000 Or SO amphe- 
tamine (‘pep pill’) abusers and ‘addicts’ and perhaps 1,000 to 3,000 

‘trippers’. But the situation changes rapidly, and all these 
figures are no more than very rough guesses. Alcoholism with an 
estimated figure of 300,000 to 500,000 victims still constitutes the 
most important form of drug dependence in this country. 


AETIOLOGY m, 
The exact causation of the condition is not yet clear, but the original 
mental and physical make-up, the social environment 
pharmacological effect of the drug_may all play a part. For e 
Psychopathic and highly neurotic individuals run a greater. 

€coming drug abusers and psychologically. dependent. than the 
average individual, if drugs are available. On the other hand, where a 
Society accepts drug taking as the ‘done thing’ and regards the drugs 


€g. cannabis) as harmless even people without marked emotional 
disturbance may start taking drugs, €-8- for ‘kicks’ in the case of 
‘pep pills’, or for expansion of consciousness in the case of LSD. 
As in the USA, so also in this country there exists a special sub- 
culture’ among some sections of the young—with special attitudes 
and ideas and their own ‘slang’—where drug taking may be a custom. 
Overprescribing by a handful of London doctors has been named 
y the ‘Brain’ Committee as the main reason for today’s heroin- 


Cocaine epidemic among the young. 


CHARACTERISTICS OF DRUG 
DEPENDENCE 
I A strong desire (or craving) to continue taking the drugs in later 
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stages of certain types of dependence, often at any price, possibly 
leading to asocial or antisocial behaviour. 

2 A state of tolerance so that the user has to take increased doses to 
obtain the desired effects. The degree of tolerance varies from drug 
to drug, e.g. young addicts may take 10, 20 or more grains of heroin 
per day, the normal therapeutic dose being 4gr. , 
3 The appearance of a withdrawal syndrome when the drug !$ 
discontinued or sharply reduced. Such withdrawal symptoms hee 
be only psychological, i.e. with those drugs which produce amono 
(psychological) dependence only, or both psychological and physical. 
In order to avoid confusion and verbal or semantic arguments Wt 
recommended recently that the terms ‘habituation’ (roughly ee 
psychological dependence), and ‘addiction’ (roughly meaning physic à 
dependence) should be replaced by the more inclusive term depen: 
dence’. 


CLASSIFICATION OF DEPENDENCE 
PRODUCING DRUGS 


Various classifications have been used, and are confusing. m 
common to speak of soft and hard drugs; the ‘soft’ are amphetamine 
cannabis, LSD, barbiturates, and the ‘hard’ opiates ma ar 
synthetic equivalents, and cocaine. It must, however, not be t mer 
that ‘soft’ drugs are relatively harmless, e.g. amphetamines, P 
rates and LSD (which is the best known major hallucinogene ee 
can produce statesof psychosis, quite apart from the risk of depen Ace 

Other authorities have pointed out that some drugs pro ae 
‘psychological’ (emotional) dependence only: viz. cannabis, ada 
LSD. (Amphetamines are also generally included in this group t ve 
there is some EEG evidence that they can sometimes pro “ips 
physical dependence.) The withdrawal symptoms with such ‘i i fe 
are psychological in nature, (e.g. anxiety, tension, irrita T : 
depression). On the other hand, there are drugs which also et 
physical dependence, e.g. barbiturates and alcohol, which on suc a 
discontinuation may lead to epileptiform convulsions and deliriu 
tremens; and the opiates. i e 

Heroin and cocaine are often mentioned in the same breath b 
are functionally quite different drugs, heroin being a narcotic, 
cocaine a stimulant. They are often taken at the same time by addicts 
in an attempt to counterbalance each other’s unpleasant extreme 
effects. Others take heroin and methedrine. 
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SYMPTOMATOLOGY 


Symptoms of drug dependence obviously vary with the type of 
agent. The harm may be to the individual only, or to society, too. 
Intoxication may be acute or chronic. In the case of chronic bar- 
biturate intoxication, the picture may closely resemble long-standing 
alcoholism, e.g. ataxia, slurred speech, confusion (see p. 94). 
Symptoms of chronic amphetamine intoxication include loss of 


appetite and weight, insomnia at night with drowsiness by day, 


irritability, tension, and sometimes a picture simulating paranoid 


schizophrenia; amphetamine withdrawal may give rise to severe 
depression. Cocaine abuse may lead to a paranoid state and to 
hallucinations (which are characteristic, being tactile, or ‘haptic’), 
but neither amphetamine nor cocaine leads to a physical abstinence 
syndrome. Withdrawal of the opiates, on the other hand, does so 
and produces very characteristic and often very painful features 
including yawning, sweating, running eyes and nose, dilation of 
Pupils, diarrhoea, goose flesh, severe aches in limbs and abdominal 
cramps. Thus the withdrawal symptoms are often the opposite to 
symptoms of intoxication. - 

In general, people who become dependent on drugs show a 
Progressive mental, physical and moral deterioration and an addict 
May commit acts quite foreign to his original personality. The latter 
cannot therefore be discovered by simply observing his behaviour. 

Symptoms vary of course also according to the manner the ‘addict’ 


takes his drugs. Thus ‘sniffing’ cocaine intranasally is less harmful 
intry of injection intramuscu- 


than the methods more usual in this cou: 
larly (‘skin-popping’) and intravenously (‘mainlining’). Young people 
involved in this country’s present-day epidemic of drug taking 
unfortunately tend to progress from oral drug taking to ‘skinpopping’ 
and ‘mainlining’, and the intravenous injection of heroin and meth- 
amphetamine is a very popular and extremely dangerous form of 
drug abuse. Injection using unsterile, ‘communal’ syringes and 
needles carry the additional hazards of septicaemia and hepatitis. 
Because of these and also of malnutrition, lowered resistance to 
intercurrent infections, accidental and intentional overdosage, and 
accidents, the average addict’s life expectation is very much reduced. 
The addict tends to be interested mainly in his next dose: a severe 
case will steal, lie, beg or (occasionally) use force to get it: he develops 


Some skill in ‘confidence tricks’ (conning) which become a pleasure 


in themselves. 
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TREATMENT 


Treatment of the acute Phase is no more than the start of a long- 
drawn-out programme of long-term treatment and rehabilitation 
with a well mapped-out after-care programme. This unfortunately is 
only an ideal as yet and has not been attained in practice. In the case 
of drugs producing psychological dependence only (e.g. the sima 
lants, cannabis, LSD) the drug can be withdrawn suddenly T 
completely; resulting depression must be watched for and treate c 
But those drugs which produce also Physical dependence must not 
be withdrawn suddenly without Providing adequate substitutes; 
thus barbiturates should be ‘tapered’ off slowly; whereas heroin can 
sometimes be replaced by the synthetic drug methadone (‘physeptone’) 
which can then itself be withdrawn within 10 days or so, but ae 
done itself can cause addiction. Tranquillizers and antidepresan 
will often be helpful; attention to the physical state of health, 
nutrition etc, are essential. k if 
In hospital, drug withdrawal is usually not a very difficult task s 
the patient is prepared to collaborate. But the addict’s cooperi 
is obtained only when he is regarded and approached as a sick ma 
and not as a criminal; though it is questionable whether a perio 
of compulsory treatment may not be necessary in most cases. at 
Because of the overprescribing by a few doctors the CO ee 
has accepted the second Brain Committee’s recommendation to s y 
the prescribing of heroin and cocaine to addicts out of the G t 
hands and limit it to the staff of the newly established nA 
centres’, Although maintenance on heroin is legally permitted, Ait 
staff of treatment centres will always try to motivate the aaa 
towards giving up his drug taking although that is not always pora, 
and is often resisted strongly and vociferously by the drug taker. 


REHABILITATION AND AFTER CARE 


Long term treatment is much more difficult. Some form of psycho- 
therapy and long continued social su 


drugs. But addicts are often immature, 
low frustration tolerance and their d 
them their job and isolated them fro 
they therefore often return to their ol 
addicts, and relapses are common; in 


inadequate individuals with a 
ependence has probably lost 
m earlier friends and family; 
d haunts and to their circle of 
fact drug dependence (including 
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alcoholism) must be regarded as essentially a relapsing illness. Long 
continued support is vital. 

As the young drug abuser is often uneducated and vocationally 
unskilled, help with education, vocational guidance, and learning a 
trade will often be necessary. Social support for a time is essential. 


PROGNOSIS 


By and large the outlook for the established drug addict is not good; 
even patients who seem to do well in hospital may soon return to 
drug abuse when returning to the outside world. The better the 
underlying basic personality the better the prognosis; thus the average 
‘professional’ addict (doctor, nurse, pharmacist, etc., in whom easy 
availability often play an important role in drug taking) or ‘therapeutic’ 
middle-aged addict (i.e. the one originally introduced to the drug 
by his doctor for a genuine medical indication) can be expected to do 
better than the young, little motivated, self-indulgent addict who 
Started his drug taking career for ‘kicks’ or ‘thrills’. The degree of 
Social support, the possibility of keeping away from his former 
drug taking friends, the possibility of finding adequate substitute 
Satisfaction are important factors. So is the type of drug with the 
intensity of (psychological) dependence. Cannabis does not often 
Produce a strong psychological dependence but majority opinion 
among experts would strongly disagree with the view sometimes put 
forward that it is harmless enough to be legalized. Heroin, cocaine and 
the amphetamines may lead to an intense degree of psychic 


dependence. 


PREVENTION AND RESEARCH 


Neither the punitive American approach (regarding the ‘dope fiend’ 
as a criminal) nor the permissive ‘British system have been able to 


Prevent the emergence of a widespread drug depen I 
although fortunately the extent of the narcotic problem in Great 
Britain is as yet much smaller than in the USA. Certainly approaching 
the addict as a sick person and not as a criminal should encourage him 
to come forward for treatment at an earlier: phase. Education of the 


Professional and the lay public, research, and early diagnosis, 
ill all have to play their part in 


treatment and legislative measures W1 t 
the task of preventing drug dependence, a task made the more im- 
portant as treatment of the established state is so often difficult and 
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disappointing. Medical students, social workers and probation 
officers need to know more about the problem than in the past; 
and for the education of the lay public it is necessary to present 
information in a non-sensational, objective and factual manner and 
to avoid glamorizing the addict. The task of providing factual 
information in this field is often extremely difficult for the question 
of escalation from soft to hard drugs is unanswered; it is true, on the 
one hand, that the great majority of young heroin addicts in this 
country have used amphetamine and cannabis; but it is equally 
true that the great majority of amphetamine and cannabis users 1 
this country do not go on to heroin. In fact, escalation to LSD is more 
probable. This problem of escalation is only one of many examples 
which illustrate the vital need for research in this important modern 
medico-social problem. : 

Drug dependence is a complex problem of multifactorial causata 
requiring both in treatment and research a multidisciplinary a 
interdisciplinary approach and teamwork. Future research at 
clarify to what extent methods such as the ‘therapeutic community , 
group therapy, halfway houses, support by social workers an 
probation officers, groups formed by recovered addicts, chemotherapy 
etc., have their respective parts to play in a comprehensive approach- 
In the fields of research and chemotherapy, for example, a 
intriguing, promising method is currently being looked into 1n “ 
USA, viz, the use of cyclazocine, a long-acting, orally effective, 
narcotic antagonist given in an attempt to block the euphoric action 
of heroin. 

FURTHER READING 


Edwards, G. (1969). ‘The British approach to the treatment of heroin 
addiction’. Lancet, i, 768. 


24 Organic syndromes 
(organic psychoses) 


These are the result of disturbed cerebral function, caused by 

structural disease or physiological dysfunction due to organic 

conditions. s 
They can be grouped as acute, subacute and chronic. A patient 
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may pass easily from one form to another, and there is no mie 
line. For example, a patient with an acute encephalitis may Fa 
acute confusion; he may improve gradually, but be left wi Aa 
chronic disability. Or a patient with a chronic pagent mp. 
condition, and its psychiatric results, may suddenly develop an 
acute confusional state from a vascular accident. 


INCIDENCE 


Such cases are much commoner than is often realized. In 1954, o 
instance, a review was made of patients with physical disease w 3 
had been admitted to the psychiatric wing at UCH during five Tea 
(Stokes, Nabarro, Rosenheim and Dunkley, 1955). ee 
8,480 of these; 329 of them had died, from senile or aie ok 
dementia, or organic psychosis; and 109 of the latter | WER 
admitted in a state of toxic confusion, many having been, unjus ho 
transferred from elsewhere. There were 208 other patients, w. 
needed medical care in other wards, for physical conditions. 


\ AETIOLOGY 


The common causes of these states are; 
1 Acute general infections (now relatively rare): 
Pneumonia 
peritonitis 
septicaemia 
2 Metabolic: D 
uraemia (often extra-rena: y MaE nia 
dee disturbances, alkalosis, hyper- and hypo-ca 
liver failure 
porta-caval encephalopathy 
porphyria 
3 Endocrine: 
myxoedema 
Se piina 
‘ushing’s syndrome y 
a Addin state after steroids To onl 
Spontaneous or insulin-induced hypogly 


Cerebral: 5 5 
$ Minor strokes. Arteriosclerotic cerebrovascular disease 
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Cerebral tumour—primary or secondary (e.g. to bronchus) 
Cerebral abscess 

GPI 

Encephalitis 

Epileptiform equivalents 

Trauma, including subdural haematoma , 
Degeneration, e.g. senile and pre-senile dementia, Huntington’s 
chorea 

» 5 Vitamin deficiencies: thiamine, nicotinic acid, B12 

6 Cor pulmonale and chronic respiratory disease 

7 Pernicious anaemia 

8 Cachexia from malignant disease and malnutrition 


9 Intoxication by drugs: bromides, amphetamines, CO, lead, 
mercury. 


GENERAL SYMPTOMATOLOGY 


The acute organic psychosis is usually characterized by confusion 
and disorientation, often by hallucinations and sometimes by 
delirium, i.e. fever and clouding of consciousness. The chione 
organic psychosis may be characterised by dementia, i.e. irreversib ce 
changes in the CNS accompanied by intellectual deterioration— 
confusion (sometimes), disorientation, memory failure, lowering o 
personal and moral standards. Sometimes a chronic organic E 
may show itself almost entirely in the field of personality change wit 1 
a decline in personal standards, but with negligible intellectua 
changes, e.g in some patients with the ‘post-encephalitic state - 
A good example of the acute organic psychosis is delirium termens; 
of the chronic organic state, the later stage of General Paralysis of the 
Insane (GPI). 

The fundamental changes of organic psychotic states are: 
1 Intellectual defects in orientation (resulting confusion), memory 
change (including loss of recent memory and false recollection, 
comprehension and attention). A 
2 Emotional instability and lability and absence of normal emotional 
response. 


3 Changes in behaviour, e.g. self-neglect, incontinence, indecent 
behaviour and other criminal conduct. 

4 The organic psychosis may present as an apparent endogenous of 
functional psychosis, e.g. GPI presenting as a manic-depressive 
illness or as a schizophrenic illness; a chronic alcoholic psychosis 
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Presenting as a paranoid illness. A cerebral tumour may present 
with any type of psychiatric picture. These examples serve to show 
the importance of a complete physical examination in all psychiatric 
patients. Patients regarded as ‘neurotic’ or ‘nuisances’ may have 
fatal organic disease. 


SPECIAL SYNDROMES 


Delirium 
This is the most acute form of organic reaction. It usually starts 
with fever, apprehension and tremulousness; clouding of con- 
Sciousness and disorientation appear later and are often accompanied 
by terrifying auditory and visual hallucinations. The symptoms are 
usually worse at night than by day. 


Confusional state 
This term is used to describe an illness which is a less acute reaction 
than delirium. A confusional state may be a brief acute reaction or an 
insidiously developing chronic illness, or it may start as an acute 
illness, fail to resolve and pass through a subacute into a chronic 
State, . 

Some of the causes of confusion present with certain | patterns, 
e.g. the combination of confusion, hallucinations and bewilderment 
of the chronic alcoholic psychotic; the unconcerned deteriorating 
Patient with GPI, It is a fallacy that GPI presents only with grandiose 

elusions—they account for only a small proportion of cases of this 
Condition: the picture of mild or intermittent confusion with varying 
levels of consciousness seen in subdural haematoma; the paranoid 
hallucinatory state of amphetamine intoxication. But these are 
common clinical pictures and they do not cover all cases of the 
Particular illness concerned, e.g. GPI may present in early life a its 
congenital form as an apparent example of subnormality; early in 
adult life it may present as an apparent psychogenic illness, e.g. 
schizophrenia; in middle life it may present as the typical organic 
Psychotic reaction; and in old age it may resemble a senile idiopathic 
dementia. 


Sometimes schizophrenia, especially with an : 
puerperal women, may for a short time resemble an acute confusional 


State though the correct diagnosis usually becomes obvious as the 


illness develops. A i 
Chronic forms of organic psychosis are most prone to display 
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personality changes, e.g. post-encephalitic state, chronic drug 
addiction. 

Eventually, if the disease is progressive, all these differences become 
blotted out in the near complete erosion of all higher mental faculties 
in profound dementia. 


DIAGNOSIS 


In general the onset of psychotic or neurotic symptoms ina previously 
well-balanced subject should arouse suspicion. So should psychiatric 
States that are atypical. There is no need to emphasize the en 
for full clinical examination in all patients. If diagnosis is in doubt, 
however, the following are essential: haemoglobin, sedimentation 
rate, blood urea and electrolytes, W.R., chest X-ray and perian 
lumbar puncture, skull X-ray, Br2 estimation, tests of thyrot 
function. s be 
It is possible that some conditions that are now considered to co 
psychogenic may, in the future, be recognized to have alee 
basis. It is known that severe depression may be produced by Se 
such as reserpine or by jaundice, and such depression may mpi 
with physical treatment. The full details of some underlying a f 
bolic cause may ultimately be discovered. The same may hold 
some schizophrenic reactions. iive 
It is evident that there is in this field a great scope for collaborati t 
research by psychiatrist, physician, biochemist and pharmacologist- 


TREATMENT OF ACUTE CONFUSIONAL 
STATE 


Physical 

First, this demands the energetic investigation and treatment of m 
underlying physical illness. The importance of this cannot 
overstressed. There may seem to be little encouragement to pursue 
full clinical investigation in a restless, confused and even resistive 
patient; yet the patient’s chance of survival may depend on these 
investigations being carried through. There is about a fortnight in 
which to work, because after that time the chances of a complete 
psychological recovery fall away quite rapidly. ; 

An acute confusional psychosis may occur in association with a 
chronic medical condition. For example while the psychosis O; 
myxoedema usually develops insidiously, it may first be brought to 
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the notice of the physician when an acute psychotic episode has 
developed. Patients with acute confusion are often dehydrated, 
especially if they refuse food; so fluids in plenty should be given unless 
there is medical contra-indication. Vitamin or other specific factor 
deficiency is a primary defect in delirium tremens and may be an 
accessory factor in other confusional states, e.g. confusion of old 
age, malabsorption states; so injections of ‘Parentrovite’ may help 
in dealing with an acute confusional illness. The electrolyte balance 
must be controlled. 

It is vital that in his delirium or confusion the patient’s condition 
should not be made worse by retention of urine (maybe with over- 
flow) or by impacted faecal masses in the rectum (maybe with spurious 
diarrhoea). It is important to get the patient out of bed as early as 
possible, especially if elderly. Confusional states are a special problem 
in the aged, and details of their management are separately discussed 
(see p. 123). 


Psychiatric handling 
Although it may not be ideal to move a confused patient to strange 


surroundings, the multiple investigations necessary and the heavy 


nursing demands often make it imperative to nurse such patients in 


hospital. : 
The patient should be nursed in a cubicle or side room, both for 


his own welfare and also because he may be a distressing sight to 
others. Some patients may be so restless and disturbed or so terrified, 
e.g. in delirium tremens, that they should be cared for in a psychiatric 
rather than in a general ward. 

The relatives of such a patient should be encouraged to stay 
with him in turn, Where his hold on reality is blotted out by failure 


of recent memory, confusion and hallucinations, the presence of near 


relatives often has a reassuring, calming influence on him. His 
his tenuous hold on reality. 


recognition hem often increases h 
It e ie important that they should, if possible, be there at 
the critical times when he goes off to sleep and wakes up. So, if they 
are co-operative, they should not go away just because he has gone 
to sleep; their presence in a couple of hours may be most valuable. 
Of course he may be so seriously disturbed as to fail to recognize 
them and need continuous sedation throughout for a few days, 
Another help for the patient is the wearing of name badges by the 
staff; and for the staff to refer to each other by name. It is no surprise 
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if the patient is muddled when any one of half a dozen white-clad 
people arriving at his bedside answers to the name of ‘Nurse’. 
Similarly, the patient should always be referred to by his proper name 
and not as ‘Pop’, ‘Grandad’ or ‘old chap’. In the rush of admission 
to hospital he may have left behind his false teeth, his spectacles or 
his hearing aid ; the absence of any or all of these may prevent effective 
communication between him and the staff. 


Sedation 


This is a difficult question and it is impossible to lay down hard and 
fast rules. In an acute short-lived psychosis like delirium tremens 
accompanied by frightening hallucinations, it is better for the patient 
to sleep through his illness, so that it is wise to give sedatives by day 
and by night. In confusion associated with cerebral anoxia, one has 
to steer a difficult path between giving so much sedation that a 
cerebral anoxia is increased and not giving enough so that the patien 
in his restlessness exhausts himself. é 
Again in a patient suspected of having a subdural haematoma on 

must watch for the development of neurological signs including 
changes in the level of consciousness, so that one needs to be pcre 
and cautious in giving sedatives. Nevertheless, in general, odr. 
takes the edge off a patient’s confusion and restlessness and so ma 

it easier to administer the necessary medical treatment. 


Choice of sedative 


As a routine sedative, chlorpromazine by tablets, syrup or sia 
muscular injection (100-150 mgm) is probably the best. It is a reason 
ably safe sedative but: 

1 It potentiates the effect of barbiturates and alcohol 

2 It occasionally causes hypotensive attacks 

3 It may cause liver damage or other toxic manifestations though 
these are uncommon where it is used for short periods 

Promazine and perphenazine are thought to be safer than chlor- 
Ppromazine but are almost certainly less effective in acute 
disturbance. 

The short-acting barbiturates are often useful in the less severely 
disturbed patients. In geriatric patients or patients with severe renal 
disease they may be harmful and may easily produce the condition 
of barbiturate intoxication. There is no place for the long acting 
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barbiturate, e.g. phenobarbitone, in the treatment of the acute or 
subacute organic psychosis. ed : é 

Paraldehyde has very limited uses, but it is of special value in 
delirium tremens and in a small minority of elderly patients. There is 
only one indication for giving this drug intramuscularly (8-14 mls): 
namely when the patient refuses a drug by mouth and when because 
of severe liver damage the uses of morphia, phenothiazines an 
barbiturates are all contra-indicated. Paraldehyde is still given 
intramuscularly far too often when another sedative would Paye 
worked as well or better. It is exquisitely painful when injected; 
and not infrequently leads to massive necrosis and sloughing at the 
site of injection. <P 

Morphia (16-32 mgm) and hyoscine (0-3-06 mgm) conii js 
a very useful sedative in an acute emergency and where all othe 
sedatives have failed. It is then justifiable to use it even in 
delirium tremens or cardiac failure, but it should only be Se for 
two or three days while other longer-term sedatives are being 
considered, 


TREATMENT OF CHRONIC SYNDROMES 


In the milder cases it is often possible for tem aneng R i > 
particularly if his family are able and willing to a hig a 3 oe r D 
psychological support. If possible, he should be et A n A 
active to the limit of his talents: i enh ion ms 
disabled provide a most helpful, morale-sus ae ; 

For the more severely eteni or disturbed o prano 
mental hospital care becomes essential. Often Th D is of E 
battle against a progressive dementing process. ql A asi: eae ie 
is the preservation of the individuality, mgpal an re ea 
patient for as long as possible. This is essays eae Rarely 
i.e. occupational therapy, social therapie : me i disease 
the patient with severe personality changes fol oE EPER medica 
of the nervous system, e.g. post eae poi iac syndrome, may 
be co i security institution. ; 

M trees Son REDT in severe dementia. a gt 
of ordered activity is the best restment for tegeatien d S ne £ 
dementia progresses and the patient s social conduct an behaviour 
deteriorate his mode of life can often be rendered less trying to his 
immediate neighbours by the judicious use of tranquillizers, e.g. 
chlorpromazine, promazine, perphenazine, haloperidol. These must 
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be used with discretion so that the patient is not left in a state of 
drug-induced stupor. 
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25 Epilepsy 


Epilepsy is a sudden discharge of grey matter of the brain. Alter 
natively, it may be described as a spontaneous self-sustained hype 
synchronous excessive discharge of cerebral neurones. Probably i 
epileptic attacks begin in a particular area of the brain that is loca 4 
hyper-excitable. This hyper-excitability usually arises from an ar i 
of acquired damage, such as tumour, vascular lesion or congés 
deformity, but some epilepsies (particularly the very common febr E 
convulsions of early childhood) appear to arise from an iabe 
sensitivity of the brain that manifests itself at the younger ages On X 
The site of the focus, the pathways of spread of the abnormal dis 
charge from the focus and the effects of the transitory post-icta 
paralysis, are the main determinants of the clinical fit-pattern ie 
The major seizure or grand mal attack may be the end result p 
discharge beginning in any part of the brain. It is the form of seizure 
that can occur in brains that are otherwise not susceptible to epilepsy, 
as is seen, for example, in ECT. It is of the utmost importance to get 
an accurate chronological description of patients’ seizures in order 
to understand their evolution. A scheme of examination is give? 
below. 

The attached classification has recently been elaborated by 4% 
international committee. Certain terms are still in common use, such 
as petit mal, which may refer to several types of seizure, physiologically 
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distinct and aetiologically different. In general, the fit-pattern enables 
one to determine the site of origin of the attack; the history of the 
length of attacks and accompanying signs and symptoms usually 
indicate the nature of the underlying lesion. Idiopathic epilepsy 
should not be used as a diagnosis, since it means only ‘epilepsy of 
unknown origin’. All epilepsy is symptomatic, but the underlying 
cause may be unknown even after exhaustive investigation. ` 

A logical classification of the psychological disturbances seen in as- 
sociation with epilepsy relates themas far as possible toactual epileptic 
attacks as observed in clinical fits or in the specific EEG discharges. 

(a) Pre-ictal disturbances. Some chronic patients show increasing 
irritability and anxiety, and seem to be ‘working up to a fit’. 
The physiological mechanism is unknown, and it is doubtful 
whether the behaviour is cause or effect of epileptic attacks 
(the precipitation of attacks by psychological events is common; 
the triggers are occasionally very specific, e.g. so-called musi- 
cogenic epilepsy). 
Ictal disturbances. These are almost solely confined to distur- 
bances of consciousness which may be profound and total, 
as in major seizures, or transitory and in the nature of dreamy 
states, as often occurs in temporal lobe attacks, of which the 
patient may remember fragments of dream-like experiences 
as well as the actual happenings around him at the time of the 


attack. 


(b 


©“ 


forms of attack many patients 
nce of consciousness in which they 
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have a temporary disturba 
may act in all sorts of psyc 
is particularly marked after majo 
lobe attacks. The so-called epileptic 


this stage, but criminal behaviour an 
uncommon in epileptics at any time. 
(4) P. ’sychological disturbances not related to attacks. Psychological 
disorders apparently unrelated to ictal discharges are the most 


common forms of disturbance. For their assessment, a full 
psychiatric investigation is as essential as diagnosing the 
‘neurological aspects of the epilepsy. Some patients with 
mental subnormality may also suffer from epilepsy, though 
only a small proportion of epileptics as a whole are subnormal. 
The more subnormal the patient, the more likely is epilepsy 
to occur. The subnormality and the epilepsy are both symptoms 


of underlying brain damage. 


d dangerous violence is 
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As regards behaviour disorders, patients with temporal lobe 
epilepsy appear to suffer from more severe disturbances than those 
with other forms of epilepsy, perhaps because of the special position 
of the temporal lobe in relation to emotional behaviour. A few adult 
patients show a paranoid hallucinatory psychosis that at times may be 
indistinguishable from schizophrenia. This often occurs after patients 
have been epileptic for some years and when the attacks are beginning 
to diminish. However, the most common reactions are ordinary 
neurotic depressive disturbances. The epileptic personality is 4 
long described and well recognized clinical entity with slowness, 
Stickiness, paranoid tendencies and circumstantiality. It is probably 
a special case of the combined effects of temporal lobe epilepsy an 
adverse social circumstances. In epileptic children, a wide variety 0 
disturbances is seen, but hyperkinesis and irritability are particularly 
common at the youngest ages. : 

The following factors in order of importance are to be taken into 
account in assessing psychological changes in all epileptics: 

1 The pre-existing genetic inheritance : h 
2 The brain damage of whatever cause that is responsible for the 
epilepsy 5 ; 

3 The possible physiological effects of the fits themselves; in pr r 
only fits causing anoxia (i.e. status or severe major seizures) resu 
in further psychological changes ; A 
4 The effects of family attitude and social problems (epilepsy 1$ 
still a dread disease in folklore; many patients suffer unnecessary 
restrictions as regards education, employment and recreation) | 

5 The anticonvulsant drugs in large doses may have a slight sedative 
effect but these effects are often exaggerated 


THE DIFFERENTIAL DIAGNOSIS OF 
‘ATTACKS’ 


The word attack is meant to cover in the broadest sense episodic 
disturbances of consciousness and/or behaviour that usually lasts 
seconds or minutes rather than hours or days and is often stereotyp 

in form. There are four main groups of causes: epileptic, vascular, 
biochemical and psychogenic. By far the most important information 
comes from a minute account of what actually happens in the attacks, 
preferably from observers as well as from the sufferer. An exact 
description of one particular attack seen from the very beginning 15 
more helpful than an impressionistic summary of many. Words such 
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nen, hysterical and so on, should not be used. The follow- 
rae mi be noted though not all of them are usually necessary 
ae circumstances of the attack: What time of day or night was it? 
3 at was the patient doing at the time? Was he tired or hungry or 
Motionally upset. 
ee the first thing seen by an observer and/or whether the patient 
ai k ae (aura) of which he speaks, or which (in children, for 
ke e) can be inferred from his actions (for example, holding the 
men as if in pain). 
3 er far as possible in chronologi 
Staite or writhing, etc., whether they begin sym- 
Notenn ly or on one side and affect arm before leg, or vice versa. 
hic she movements are alternate, as in bicycling, or simultaneous. 
ee for evidence of autonomic change—flushing, pallor, sweating, 
5 If rd of saliva, state of pupils. 
aon e patient can still speak, ask hi 
a nsation in the body, or changes in 
jects seen. If he is speechless or unconsci 


Pi ie as he comes round and can reply. 
bserve roughly how long the attack takes and what the state of the 


pe is afterwards. Sleep or drowsiness is common. Note whether 

oe of the attack seems to be affected by the circumstances 

viole unding the patient, for example, whether movements are more 

D nt if restraint is attempted. If attacks of more than one form 
cur, obtain separate descriptions of the commonest types. 


cal order, note the pattern of 


m for any subjective changes 
the appearances of noises or 
ous, ask these questions 


Epileptic 
Epileptic attacks characteristically last seconds rather than minutes, 
and attacks without any disturbance of consciousness are rare. 
The pattern of the major seizure, OF grand mal attack, is the most 
stereotyped of all, and details of it are less important than the details 
of minor attacks and of the exact way in which the generalized 
convulsion began. There are several common patterns of minor 
Seizure and patients may suffer from more than one form, e.g. petit 
mal (or absence), myoclonic jerks (focal or generalized), focal motor 
attacks with or without auras. These should, if necessary, be imitated 
to the examiner by the observer attempting to describe the attack 
seen. Such mimicry is much more accurate than verbal description. 
Attacks often occur in sleep, or when the patient is alone. Injuries 
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are possible as a result of falling in the attacks when they occur 
without warning. . 

There are three common groups of symptoms of particular 
diagnostic difficulty. In young children, under the age of 2 years, 
when typical epileptic attacks are common, there are also breath- 
holding spells. These are psychogenic in origin and are the reaction 
to frustration of children who are otherwise fairly normal though 
possibly rather bad-tempered. The children after some minutes of 
normal crying in rage take a deep breath and hold it until uncon- 
sciousness may supervene for a few seconds with a few jerkings of the 
limbs (jactitations). The second common group of diagnostic diffi- 
culties concerns adults who may have a variety of turns consisting 
mostly of subjective experiences, panic states, epigastric sensations, 
giddiness, fullness in the head, and so on. Their time course may be 
variable and it is difficult to sort out whether they are epileptic OF 
purely psychogenic. The two, of course, often co-exist in the patient 
with temporal lobe epilepsy. This is the commonest form of Ge 
causing such attacks on an epileptic basis, and it is usually a 
with psychological disturbances. In old age there is the problem > 
the differential diagnosis of senile falls, that is to say, the appe a 
sudden losses of posture in old people with or without a transien 
loss of consciousness. These may be epileptic, cerebro-vascular OF 
cardio-vascular in origin. 


Vascular 


Attacks on a vascular basis involving loss of consciousness usual ly 
result from an impairment of the function of the heart or of the major 
vessels of the brain. By far the commonest form, especially in aa 
people, is the faint due to a temporary failure of sufficient bloo 
supply to the brain. It usually occurs with the subject standing; 
sometimes sitting, but never lying down unless he has serious hepti 
disease. There is usually a sensation of ‘going off? which, combine 
with the pallor, slow small pulse and sweating, usually make the 
diagnosis. A few jerks of the body from the cerebral anoxia or rarely, 
more definite epileptic phenomena, are sometimes seen, particularly 
when the circulation is beginning to be restored. Such attacks are 
common in young people, in starvation, in situations of stress a” 
anxiety and in women rather than men. 

Several serious forms of heart disease can produce sudden uncon- 
sciousness from failure of the circulation, for example Stokes-Adams- 
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In such cases there is always other evidence of pre-existing heart 

: disease. 

* Cerebro-vascular disorders are very varied in form, depending on 
which blood vessel of the brain is involved. The basilar artery region 
supplying the brain stem and mid-brain produces the widest variety 
of atypical turns, with transient paralyses, disturbances of speech 


and consciousness. These usually last minutes. or hours rather than 


seconds, In older people transient losses of speech or weakness of 
limbs are very common, and it is sometimes difficult to sort out 
whether they are epileptic or yascular, particularly since an old 
vascular lesion can certainly become epileptogenic. 

Under the vascular heading may be included, for convenience, 
attacks of labyrinthine origin, so-called Meniéres, in which the patient 
s has sudden paroxysmal giddiness that may cause loss of posture. 
‘ Headaches, particularly of the migrainous variety, probably also have 
a basis in vascular spasm. Their symptomatology may resemble 
epileptic attacks but is of longer duration. 


Biochemical disorders 

Two simple and transitory forms of att: j 
biochemical in origin though the initial cause of the attack is psycho- 
genic, are the breath-holding spells in infancy already mentioned 
and the tetany, numbness and tingling following hyperyentilation 
that occur in some neurotic adults. 

Several metabolic diseases can produce sufficient interference with 
Cerebral function to produce unconsciousness. Hypoglycaemia is the 


commonest one, but failure of function of liver (cholemia), kidney 
ods of unconsciousness. These 


ack, where the symptoms are 


(uraemia), can also produce peri 
usually a ‘hours eae Wise than minutes. The differential 
diagnosis depends on specialized medical knowledge and confirmatory 
laboratory investigations. i 
Under this heading may be included the effects of drugs, of which 
by far the most common and important are the barbiturates and 
alcohol. The latter, after some years of addiction, is often associated 
With transitory losses of consciousness.or posture that may simulate 
vascular disease. and/or epilepsy. Any patient who has periods of 
drowsiness or amnesic episodes where it is difficult to obtain support- 
ing evidence from observers should be suspected of drug addiction 


and/or alcohol. The nystagmus sometimes found in barbiturate 
i hronic addicts. 


intoxication is often absent in ¢ 
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Psychogenic disorders 


This general term is preferable to hysterical as disturbances of 
behaviour. can occurina variety of psychiatric conditions. For example, 
catatonic schizophrenics may have sudden periods of mutism or 
immobility or sudden outbursts of violence. The tantrums and rage 
attacks of behaviour problems in children can also hardly be regar ded 
as purely hysterical without this word losing all specificity. The 
malingerer is also a different psychological problem, but one rarely 
seen in civilian practice. seat 
The commonest forms of psychogenic attack are ‘hysterical m 
the sense that they occur in neurotic personalities with other engene 
of emotional disturbance. The forms of seizure are very variable an! 
no typical patterns can be described. The seizures normally occur when 
the subject is not alone and the attention paid to the attack by oue 
usually results in an increase in the violence of the movements, 0 
noises made. The patient’s behaviour may be altered by the attention 
of others even when seemingly unconscious and without any subse 
quent memory of the attack. ; mè 
Both epileptic and hysterical attacks may occur in the po 
patient-at different times, but apparently hysterical episodes can r 
occur during the post-ictal-confusional phase following a$ “a 
epileptic attack, the movements of which may be forgotten by observ 
in the light of subsequent excitement. 


STATUS EPILEPTICUS 


The patient may fail to recover consciousness between a pans F 
fits. Death from exhaustion may occur. Admission to hospita a 
recommended, but intravenous anaesthetics may be required at are. 
e.g. phenobarbitone 200 mg, or sod. amytal 500 mg. Diazepam 
mg. intravenously has been found to be very effective. Paraldehy 
5-8 ml. intramuscularly is still useful occasionally. 


TREATMENT OF EPILEPSY 


Acute 
Treatment of a fit consists of the ‘first-aid’ measures of keeping the 
air-way clear, and preventing injury. The fit is horrifying for others, 
in particular relatives, to watch and re-assurance is required. 
Treatment of status epilepticus has been described above. 
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Long-term 
The long-term treatment by the GP depends on finding the correct 
drugs for the individual, on which specialist help may be desirable, 
and on helping the patient and family treat the illness with as little 
Prejudice and fear as possible. 

The drug treatment of epilepsy may take some time to establish. 
A change of drugs is often needed in adolescence, as the child gets 
bigger, and also the fit patterns often change. In general, there is no 
need to start anti-convulsant therapy with the patient’s first attack 
as many people have one or two attacks in their lives that do not 
need treatment. But if fits recur and drugs are required, a pheno- 
barbitone, 30 mg, and phenytoin, 90 mg. b.d. should be given, and 
increased gradually, if necessary to the limit of tolerance as shown by 
the appearance of blurred vision or ataxia. Tridione 300-1800 mg. 
daily may be used to control petit mal attacks but may cause skin 
rashes and there is a risk of aplastic anaemia. j 

The parents of children with fits always require careful handling 
with an explanation of the nature of the child’s disability, the need 
for a regular régime of treatment, and, as far as possible, normal 
outlets for exercise and social development. Special schooling is 
needed only for those who have the additional handicaps of mental 
backwardness or behaviour disorders, ot associated physical dis- 
abilities, for example, spastic hemiplegia. Every child with con- 
tinuing fits needs a careful social and psychological examination. 
There are particular problems at the school leaving age as suitable 
Sheltered employment may be difficult to find. Behaviour disorders 
are as likely to occur from the patient’s resentment of society’s 
attitude to him as from an ‘epileptic temperament’. 

Inevitably there are disabilities which the patient has to accept; 
restrictions on employment, on sport undertaken, on driving, and 
on marriage. Each depends on individual assessment of the risks: 
and the GP, supported by a specialist, can often allow the patient 
to accept reasonable ones, though employers and licensing authorities 


are cautious. 


REFERENCES 
of the epilepsies’, in Sargant, W., and 


Hill, J. D. N. (1963). “Treatment 
Slater, Se PA Methods of Treatment in Psychiatry, Chapter IX. 


E. and S. Livingstone. 
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TABLE 1: Proposed international classification of epileptic seizures 


Clinical seizure type 


Electroencephalographic expression 


Ictal 


Interictal 


I. Partial seizures 


A. 1. With motor symptoms 
2. With special sensory or somatosensory 
‘symptoms 
3. With autonomic symptoms 
4. Compound forms 


B. With complex symptomatolo 
(which may sometimes begin with ele- 
mentary symptomatology) 
1. With impaired consciousness alone 
2. With intellectual symptomatology 
3. With affective symptomatology 
4. With ‘psychosensory’ symptomatology 
(illusions, hallucinations) 
With ‘psychomotor’ symptomatology 
(automatisms) 
Compound forms 


5. 
6. 


C. Secondarily generalized 


Discharge more or less 
localized over one or, 
sometimes, both hemi- 
spheres 


Local contralateral dis- 
charge 


or _ bilateral 
discharge, diffuse, or 
focal in temporal or 
fronto-temporal regions 


Unilateral 


Above discharge becomes 
secondarily and rapidly 
generalized 


I. Generalized seizures 


A. Non-convulsive seizures 
1, With impairment of consciousness only 
(a) Brief duration (beginning and end- 
ing abruptly) 
Long duration (‘absence status’) 
‘ith other phenomena associated with 
impairment of consciousness 


2. 


B. Conyulsive seizures 
1. Myoclonic jerks 
2. Clonic seizures 
3. Tonic seizures _ 
4. Tonic-clonic seizures 


Bilateral, essentially syn- 
chronous and sym- 
metrical discharge from 
the start 


IIl.Unilateral or predominantly 
seizures in children _ : > 
Characterized by clonic, tonic or tonic-clonic 
convulsions, with or without an impairment 
of consciousness, expressed only or pre- 
dominantly on one side. Such seizures some- 
times shift from one side to the other but 


unilateral 


usually do not become symmetrical 


IV. Erratic seizures in new-born 


vith variable tonic and/or clonic convul- 
sions, generally unilateral, sometimes alter- 
nating or generalized 


Partial 
rapidly 
only one 


Or discharges gener- 
alized from the start 
t considerably pre- 
dominant over one 
hemisphere 


discharge very 
spreading over 
jemisphere 


2 


Various patterns, often 
localized but variable 
from time to time and 
from area to area 


i: ener- 
Local discharges, 8i 
ally over one hemisphere 


only 


Local contralateral dis- 
charges 


Unilateral or bilateral, 
generally asynchroní i iy 
focus; usually in 
temporal regions) 


=== o 
Bilateral, essentially bie 


ronous ang 5 
a ical discharg' 


E o 


Focal contralateral dis- 
charges 


P d F 
Bilateral and ical or 
chronous symmet arges 
asymmetrical disc! 


oe 


Variable 
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(Gastaut Classification, from Epilepsia 1964, 297 306, simplified) 


Anatomical substrate 


Aetiology 


Various cortical and/or 


cortical regions gab 


Usually i i i 
cae Dea fia cortical region of 


Usual: 
cortical, 
temporal 
rhinence] 
unilateral 


cortical 

temporal 
regions 

halia. 


and/or sub- 
or. 


—— | 


Unlocalized (? 


phalon) meso-dience- 


Usually related to a wide variety 
of local brain lesions (cause 
known, suspected or own). 
Constitutional factors may be 
important 


| SS 


No cause found, or diffuse or 
bilateral lesions, or toxic and/or 
metabolic disturbances (consti- 
tutional factors may be impor- 


tant) 


Sa | > 


Cortical and/or sub-cortical 


Region i 
i on in one hemisphere un- 
localized (? meso-diencephalon) 


ee SO S 


Cortical and/or i i 
i subcorticalregion 
unioon both hemispheres, or 


B3: organic aetiology is usual 


pouan 


f focal, unilateral 
lesions, generally in immature 
brain ‘constitutional {factor may 
be important) no cause found, 
be impo’ or multiple bilateral 
Jesions, or toxic metabolic per- 
turbations, generally in immature 
brain (constitutional factors may 
be important) 


Wide variety o 


Possible at all ages but more 
frequent with increasing age 


a 
All ages 


Aza: especially in children 


Bz, 3: especially in children 
B4: all ages except infancy 


Almost exclusively in ve: 
young children oa 


J o ol 


Focal or diffuse lesions of diverse 
aetiology Or metabolic and/or 
toxic. Constitutional factors and 
cereb: immaturity are im- 


‘portant 


Limited virtually t 
barn ly to the new- 
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26 Psychiatric illness in old age 


A person with chronic psychiatric illness or subnormality may ane 
live on into old age, e.g. the organic psychotic, the chronic neuro E } 
the psychotic, i.e. the person who is already handicapped aon 
isolated, becomes more handicapped. Besides these, the follow! 
syndromes occur in old people. 


DEPRESSION 


This may occur in one of the three following forms: 

1 As part of a cycle of recurrent depressive attacks. arti 

2 As agitated depression, with marked guilt feelings and an at 

ness, considerable somatic preoccupation, e.g. ‘Inside stopped uP 

‘Bowels rotting away’. 

3 As simple reactive depression. , d, the 
All are important, because, if they are energetically ee 

Prognosis is good: and because, the risk of suicide in ae d age 

rises quite rapidly after 60>—until it falls again in extreme 0 

when physically impossible. 


Treatment 


Treatment has been described above (see p. 66); but in old a 
Special care is needed with ECT. Sometimes an elderly Poul 
presents with a mixed picture of deterioration and depression. a 
people do not do well on ECT, which accentuates the confusion jent 
seems to speed the dementing Process. Similarly if an elderly pati z 
remains confused for more than 24 hours after an application 
ECT it should be abandoned. 


PARANOID ILLNESS 


This is not uncommon in old age—particularly among the deaf and 
the isolated. The persecutory and delusional system is often be 
and limited, i.e. it refers to events in the patient’s own room °. 
house or immediate surroundings but would not be cured by a move- 
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Treatment 

Tranquillizing drugs will not cure the patient, but may enable him 
to live with his delusions and to be less disturbed by them. Most 
important of all is the attitude of the patient to his doctor. If he 
feels that his doctor is one in whom he can confide without being 
ridiculed, then a most useful bond between the two has been forged 
and he will feel he has a friend in whom he can trust. The doctor 
must not buy peace by agreeing with the patient about his delusions, 
for this is to confirm him in his psychosis. He should make it clear 
that while he understands that the patient genuinely believes this, 
he (the doctor) cannot share his belief, but that he does appreciate 
how real and unpleasant it is for the patient and that he is ready to 
hear anything that he has to say about himself and his illness. It is 
surprising how many elderly paranoid patients can on these terms 
accept their doctor as a person to whom they can unburden them- 
selves, so that they can stay in the outside world. Hospitalization 
should be avoided, wherever possible, but just occasionally the 
patient’s conduct becomes so anti-social as to make this step neces- 
sary. 

The alleviation of isolation is essential where possible. 


ACUTE CONFUSIONAL STATES 


No doctor will go long without meeting with one of these illnesses. 
There are two factors involved here: 

1 The fact that physical illness may cause confusional states 

2 The problems of admitting the elderly to hospital. 


1 Physical illnesses 

These are legion. Any severe and prolong’ 
fusion, and anything which causes cerebral anoxia, e.g. chronic 
respiratory diseases, anaemia, CO poisoning, cerebral atherosclerosis ; 
electrolyte derangement; hypocalcaemia ; hypoglycaemia; hyper- 
tensive crises; secondary cerebral metastases. Severe liver damage. 
Vitamin deficiency—B group, malnutrition resulting from poverty, 
lack of fitting dentures, ill balanced diet; chronic alcoholism (D'T’s), 

Severe physical pain also seems a potent factor in the development 
of confusional states. This may be due to retention of urine with 
overflow; impacted rectal masses, with or without spurious diarrhoea; 
impending or actual gangrene of limb ; or glaucoma. See also p. ros. 
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Relief of any of these underlying conditions may effect a miraculous 
improvement in the patient’s psychological state. His restlessness 
should be controlled by tranquillizers or sedatives and energetic 
treatment of the primary physical condition pursued. 


2 Admission to hospital 


With the ever increasing biochemical and technical advances, a 
investigation and treatment of disease imposes greatly increase 
demands on the patience and co-operation of our patients which . 
number of elderly patients find too great. As a general principle, 
old people can be investigated as outpatients, this should be = 
even if it means that the diagnosis is reached rather more slow r 
It is no profit to the patient (or the NHS) if after extensive meanen 
or high-powered investigation you are left with a permanently 
confused patient who will need long-term psychiatric care. Never tge 
less, many old people require admission either because their illnesg 
is acute—the medical or surgical emergency—or because the ™ 
vestigations cannot be done outside. ‘al 
We may first consider the attitude of the old person to ogee 
For such a person death is not far off in time—it is an ugly a 
which he cannot escape. To him hospital is often a place where y° 
go to die and this adds to his fears. of 
The hospital inevitably demands a greater or less degree A 
conformity among its patients, but for the elderly it may ae 
prohibition of a life-long habit, or idiosyncrasy, when he gira 
feels himself severely threatened. The ward which can tolerate t 
minor eccentricities of the elderly will get better results and fewe 
cases of confusion. A: 
Another disturbing feature for the patient is that he feels hime : 
at the mercy of doctors and nurses young enough to be his gran 
children. This handing over of oneself to the ‘very young’ can be 4 
frightening and humiliating experience for the elderly. ae 
A potent factor in precipitating disorientation and confusion is t j 
impaired sight and hearing of the elderly. This is particularly so a d 
nights when confusion so often first manifests itself. In the darkene 
ward in strange surroundings, the patient finds orientation an 
interpretation of strange sights and sounds difficult. Often msg 
interpretation (illusion) leads to a failure of orientation and this to 
confusion with hallucinosis. Once this state has been established it 
is difficult to reverse the process, 
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\/“PRINCIPLES OF TREATMENT OF ELDERLY 
PEOPLE WITH PSYCHIATRIC DISORDERS 

There are certain principles, which will help the elderly patient, and 
minimize any psychiatric disabilities. 
I Admission to hospital (general or psychiatric) should only be when 
necessary. 
2 Single cubicles should be provided to which the patient can be 
admitted and nursed while he is becoming oriented to his new 
surroundings. He needs the light until he is firmly asleep and a 
regular sedative (see below) over his first few nights, so that he does 
not lie awake wondering where he is. He will not become a drug 
addict and may well avoid becoming a psychiatric casualty. Four or 
five days spent in this way produce a more co-operative patient 
more willing to fight for his life. Abolishing this period may produce 
a perfect medical or surgical result but a demented patient. 
3 The patient should be nursed, later, in small rooms rather than 
large wards, so that he is able to form relationships with a small 
group of patients, rather than no relationships with a large ward full 
of ‘other’ patients. 
4 Staff should wear name labels, so that the patient can know to 
whom he is talking. . 
5 Investigations or operations which make demands on the patient 
should be postponed until he is thoroughly settled into the ward; 
obviously this does not apply to the medical or surgical emergency, 
but it does apply to many patients. This is all the more important 
if they are mildly confused when admitted. ; à f 
6 In particular, operation must be postponed (if possible) until 
depression has been relieved. The elderly depressive often wants to 
die; if submitted to demanding procedures, he probably will just 
do so. 
7 A patient is often helped by the presence of a near relative or 
friend sitting by his bedside, and this kind of visiting should be 
encouraged: it is as important as in a children’s ward. i 
8 The patient should be got out of bed at the earliest opportunity. 
9 Sedatives: Every doctor and every nurse has his or her favourite 
sedative. For the elderly simple measures, the hot sweet milk drink, 
the hot toddy are not to be deprived. Tf this is what the patient has 
been used to, it is stopped at his risk (and the doctor’s). 

Useful simple sedatives are Welldorm, Promazine and Chlor- 
promazine. Paraldehyde is occasionally useful (only by mouth, never 
by injection in the elderly). 
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10 Analgesics: Pain often produces a restless confused patient, and 
pain-relieving drugs in adequate doses are indicated, including 
Pethidine or Morphia if the pain is severe. Addiction hardly ever 
develops after the age of 60. 


PROPHYLAXIS 


But old age and dementia cannot be cured. Some of their eitera 
can however be avoided by taking thought on retirement before 1 
happens (see p- 218). 


FURTHER READING 
Post, F. (1965). The Clinical Psychiatry of Late Life. Pergamon Press. 


27 Dementia 


Dementia can arise from various causes, and its age of onset varies 
greatly. 

It has been usual to describe two main types: : üa 
I Senile dementia with a slow steady march to increasing demen! a 
2 Arteriosclerotic dementia, an illness whose general proses a 
downhill punctuated by cerebrovascular episodes with exacerbatt 


: p f 4 : ility is ` 
of confusion, transient paralysis or aphasia. Emotional lability ; 


common. There are also the presenile dementias, known as Pic i 
disease, and Alzheimer’s disease. Each has symptoms of foca 
cerebral degeneration, as well as dementia. The onset may be at e 
the aetiology is obscure and possibly genetic. Huntington’s chore 
consists of an insidious deterioration of various parts of the ae 
especially the corpus striatum due to a simple Mendelian dominant. 
Jerky movements occur early ; complete dementia is gradual but certat? 

The normal changes of old age become steadily more ie 
Confusion and disorientation appear; often these appear first only 
at night but sooner or later become present throughout the twenty- 


four hours. There is a falling off of personal standards and incon- 
tinence frequently occurs. 
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The patient, because of the contraction of his span of attention 
and failure of recent memory, may become a danger to himself, e.g. 
he wants to light a gas ring or stove, he turns on the gas but before 
he can apply a light he has forgotten what he set out to do and so 
the gas remains unlit; later he may be found dead in a gas filled 
room. Or he sets out to cross the road, but he cannot hold in his 
attention simultaneously the desire to reach the far side pavement 
and the necessity to look both ways before crossing, so that he steps 
out in front of an oncoming vehicle. 

Another distressing feature is that many patients are very restless 
by night, and rise in the small hours of the morning and insist that 
they must get up and go to work. Such behaviour can make care of 
the elderly at home impossible and can be a great nuisance in a 
hospital ward. 

Sometimes the first sign of dementia is shown in a deterioration 
of social behaviour and the patient may find himself charged in 
court, e.g. with some sexual offence, often against young children, 
or with shoplifting. When an elderly patient, previously of good 
character, finds himself in this position it is the urgent duty of the 
patient’s doctor to make sure that the offence has not been 
committed as the result of dementia. Not every elderly accused 
person has dementia but the occasion does demand urgent psychiatric 


Investigation, including psychometric testing and _ electro-en- 


cephalography. 

_ Eventually the time comes 
in the psychiatric hospital. 
then the patient is often happier in the hos; 
wards in which he remains more of an individual. 


when the dement can only be cared for 
Often there is no choice. If there is, 
pital with the smaller 


DIAGNOSIS 

Because there is no treatment for dementia the doctor has a heavy 
responsibility not to accept the diagnosis without excluding every 
other possible cause, and without an accurate history; if the history 
is short, some systemic physical cause which is reversible may be 
Operating (see p. 123); even if the history is a long one, the condition 
may possibly be due to a slowly growing tumour or subdural 
haematoma (see p. 105). But for dementia itself treatment is im- 
Possible and prophylaxis is vital. This is discussed in detail below 
(see p. 218). Other points on the handling of psychiatric symptoms 
in elderly people have already been described (see p. 125). 
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28 The psychosomatic approach 
to illness 


DEFINITION 


The term ‘psychosomatic’ is used in several different ways. By 
psychosomatic disorders’ are meant certain specific illnesses with 
definite organic pathology in the origin of which psychological 
factors, usually prolonged emotional stress, are thought to play a 
major role. These include ulcerative colitis, duodenal ulcer, some 
cases of asthma (allergy and infection being important alternative or 
additional causes), migraine, some types of dermatitis and urticaria, 
and possibly some cases of essential hypertension. 

However, whether these disorders are regarded as psychosomatic 
or not, and whether others, like coronary disease, rheumatoid 
arthritis and some endocrine disorders like hyperthyroidism are 
added to the list, does in our present state of incomplete knowledge 
depend a great deal on the orientation of the physician, i.e. on 
whether he favours a purely organic approach or whether he is 
aware of the importance of psychological factors. 

It is often more useful to speak of a ‘psychosomatic approach’ to 
illness in order to draw attention to the fact that in many illnesses 
psychological factors related to the patient’s life situation may play 
Some part in determining the onset and progress of the condition 
€ven though physical factors may be of equal or major importance. 
The following are a few examples. The onset of pulmonary tuber- 
culosis often coincides with a period of emotional stress; thyro- 
toxicosis may develop during an acute crisis in the patient’s life; the 
Progress of diabetes is often influenced by the patient’s personality, 
which affects his ability to co-operate in treatment. Similarly, and 
in an even wider sense the expression ‘psychosomatic medicine’ or 
‘whole person medicine’ is used to describe an approach to all 
illnesses, structural or functional, in which, where aetiology and 
treatment are concerned, the patient is considered as a whole, equal 
attention being paid to physical, psychological, inter-personal and 
Social aspects and to their interaction. 
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INCIDENCE OF STRESS DISORDERS 

That there is a high incidence of stress disorders or emotionally 
determined illness in the population has been shown by several 
studies, and especially by Halliday (1949). Hopkins (1955) found an 
incidence of 11-1% for ‘formal psychiatric illness’ and an additional 
31:7% for less clearly definable stress disorders and psychosomatic 
conditions, among patients seen in his general practice, making F 
total of 42-89%. A report by the College of General Practitioners 
(1958) gave a figure of 30%. A recent study by Shepherd et al. 
(1966) based on the total number of patients registered in 15 general 
practices in London, i.e. the whole population at risk, as oppose 
to only those actually consulting their doctors, found that the tota 
psychiatric morbidity in the population was 14%; the majority © 
these consisted of psychoneuroses, psychosomatic conditions, a0 
organic illnesses with significant psychiatric overlay, so-called somato- 
psychic conditions. Although the exact figures vary according to t 
populations studied, and according to the criteria used by differen 
observers, there can be no doubt about the high incidence, p 
illness, wholly or in part due to emotional stress. The incidenti 
significantly higher in women than in men; e.g. in Shepherd’s stud y 
the figures for men and women respectively were 9'8% and 17°5 be 

Halliday (1946, 1949) has pointed out that social factors may if 
partly responsible for the changing incidence of various wee 
disorders, from time to time and from culture to culture; thus t = 
incidence of hysterical symptoms has decreased and that of psy cho 
Somatic disorders has increased since World War I. Rosenbaur® 
(1954) has suggested that the fact that the incidence of peptic ulcer 
in men has increased and that of women decreased since the turn © 
the century, might be related to the change in the social status, F 
women; this allows the latter a greater degree of freedom 1n giving 
expression to aggressive feelings, and also to their drives for ee 
dependency or independency according to their needs, while ane 
have less opportunity of expressing their aggressive drives and n 
find themselves in a more dependent position at home. Whether t^! 
s in fact the case and whether it relates to ulcer formation is unproven: 


| THE INFLUENCE OF ‘STRESS’ ON 
¿ORGANIC ILLNESS i 
It is widely accepted that stress plays a major part in the causatio? 


of psychiatric illness but the exact relationship between stress a?! 
! organic illness is less clear. 
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The word ‘stress’ is here used to refer to.the internal.emotional 
Stress set up in the patient and not to the external stressful situation 
which causes it. To give one example to illustrate this distinction: if 
a weak and dependent wife feels angry at her husband’s aggressive 


behaviour she may be unable to show her anger because of a conflict ¢y 


between her desire to do so and her fear of the consequences. This ~ 
conflict or internal stress, if maintained over a long period, may 
lead to the development of a psychosomatic illness. Another more 
confident and independent woman may react to the same external, 
Stressful situation by standing up for herself so that she has less 
internal conflict and does not fall ill. In other words, the stress which 
is responsible for the illness is the internal emotional stress due.to 
conflict which prevents open expression of feelings and. not. to the 
external stressful situation itself. 

Knowledge is gradually accumulating on the neurological and 
endocrine mechanisms through which such internal stress can lead 
to physiological and hence, perhaps, to pathological changes. Much 
research in psychosomatic medicine is concerned with elucidating _ 
the physiological mechanisms involved. Thus, stress is known to ( 
influence the secretion of the anti-diuretic hormone by the posterior 


Pituitary, the production. of nor-adrenaline by the adrenal medulla 
ortex. It affects the autonomic 


and of corticosteroids by the adrenal. c : 
nervous system causing, for example, yvaso-constriction and a rise 
of systolic and diastolic blood pressure. In all these and similar 
Physiological reactions the hypothalamus, the reticular formation and 
the limbic system playa prominent part. For example, peptic ulcers can 


be produced in monkeys by electrical stimulation of the hypothalamus. 


Even though our knowledge about the central mechanisms and 
Peripheral pathways is still very incomplete, there is a good deal of 
direct experimental evidence in man to show that stress has a 
Profound effect..on.various-peripheral..organs. Thus, changes in 
blood pressure have been followed in detail in the course of psychiatric 
interviews during which stressful and non-stressful topics were 
discussed in turn; and the influence of emotion on gastric secretion, 
Motility and vascularity has been studied in subjects with gastric 
fistulae, as, e.g. by Beaumont on Alexis St. Martin in 1833, and in 
the work on “Tom by S. Wolf and H. G. Wolff (1943). 


\ PERSONALITY AND ORGANIC ILLNESS 


While experimental work is as yet mainly concerned with physiological 
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responses to stress rather than with the production of actual organic 
illness, evidence is accumulating gradually that there is some cor- 
relation between such illnesses and the patient’s personality and his 
life situation. This is derived from two main sources. , x 

First, attempts have been made, mainly by means of questionnaires, 
to correlate certain types of personality with certain specific psycho- 
somatic disorders. Thus, patients with ulcerative colitis tend to E 
rigid, obsessional, dependent types of personality and to be peop 
who have difficulty in expressing their feelings. However, it is Me 
doubtful whether there is in fact one specific type of personality t0 
each psychosomatic disease. ; ‘led 

The other, probably more fruitful, source of study is the detai 
investigation of individual patients in the course of psychotherapy 
and their close observation over long periods. These studies hice 
light on the manner in which conscious and unconscious con a 3 
related to the patient’s life situation and inter-personal relations. ai 
are correlated with the development and disappearance of ene 
somatic manifestations, several of which, such as asthma, ee 
and colitis, may even be seen in the same patient, either at the sa be 
or at different times. Moreover, a psychosomatic illness ere 
replaced by a psychoneurotic or even a psychotic illness, ee 
spontaneously or during psychotherapy. Constitutional and TA 
physical factors, and the patient’s past personality pe gears ae 5 
present day stresses, all play their part in determining whet! cho? 
patient under stress develops a neurotic, psychotic or psy on 
somatic—and more particularly which psychosomatic—symptom 
disorder. 


DIAGNOSIS 


In addition to the usual medical procedures, a psychosomatic ewe 
ment should include a detailed enquiry into the patient’s life his rd 
from childhood onwards, his present life situation and his eee 
make-up. It is usually not possible, or even desirable, to — sA 
in a single session. A series of interviews, preferably not con ane 
along formal psychiatric lines, is usually required before anyt <i 
like a complete picture can be drawn. The general  spopetel if 
Sometimes in a particularly good position to do so, partly becaus = 
has an opportunity of getting to know his patient over a long pet! a H 
and partly because he is already familiar with the family backgr ee 
which plays such an important part in the development of psy! 
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somatic illness. The following points are of particular importance: 

1 What was happening in the patient’s life around the time of onset 
of his illness? 

2 Are there any circumstances in the patient’s family or work 
Situation which expose him to persistent stress? 

3 How does the patient handle his emotional reactions, e.g. can he 
release his feelings or does he tend to ‘bottle them up’? 

4 In particular, how does he deal with feelings of anger and with his 
sexual wishes? 

5 Is there a history of previous stress disorders, psychosomatic or 
Psychoneurotic, and what was the patient’s life situation when they 
occurred? 

6 Are there any indications from the patient’s early history that 
insecurity, excessive anxiety on the part of the parents, frequent 
illness or other factors in childhood might have laid down a pattern 
which predisposed to the development of stress disorders? 

In eliciting this and other relevant information it is usually best to 
encourage the patient to talk freely, and to listen rather than to ask 
too many direct questions. It is often helpful first of all to explain 
In simple terms, perhaps by means of a few examples, that emotional 
upsets can have an effect on the body and that this is the reason why 
we should like to know more about the patient’s life history and 
Present circumstances. Patients with psychosomatic disorders tend 
to be particularly reluctant to admit that they have serious psycho- 
logical problems, and too premature a suggestion that they might be 
Suffering from an underlying psychiatric disturbance may increase 
their defences and make it more difficult, if not impossible, to elicit 
the necessary information. It should also be remembered that a 
Patient’s physical symptoms are often made worse if distressing and 
Painful topics are discussed too soon. Thus, an asthmatic patient 
k of asthma if he is handled too forcefully 


may develop an acute attac! s á À 
in a diagnostic interview. A patient and understanding approach is 
essential if the right kind of information 1s to be obtained without 


aggravating the patient’s symptoms. 
TREATMENT ; 
Both the physical and psychological aspects must be considered in 


every case. , 
I Any medical or surgical treatment 1 


accompanying symptoms should be given. p- 
2 To reduce stress in an acutely ill patient the doctor’s attitude is 
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fundamental. If he is sympathetic, prepared to listen, and reassuring, 
the patient’s emotional tension and physical symptoms may both 
improve considerably. Such improvement is largely due to the 
establishment of a good doctor-patient relationship. At this stage one 
should avoid stirring up the patient’s conflicts by premature discussion 
of painful topics. External stressful situations may have to be dealt 
with when possible, for example by influencing the patient’s relatives. 
Sometimes removal from home to hospital or elsewhere may be 
necessary if the family situation is intolerable. For example, asthmatic 
children sometimes improve temporarily when they are separated for 
a while from an over-possessive mother, but other patients are made 
worse when they are separated from their relatives, and each situation 
must be judged on its merits. 

3 Sedatives, tranquillizers and anti-depressant drugs have on the 
whole proved of relatively little benefit in psychosomatic illnesses 
but may be helpful for brief periods and during acute exacerbations. 
Hypnosis or narco-analysis is occasionally of use, e.g. in the treat- 
ment of asthma, ulcerative colitis and dermatitis. : 

4 In patients who are not acutely ill and who are suffering me 
chronic or relapsing psychosomatic disorders the question should 
considered whether they would benefit from formal psychotherapy 
in combination with, or instead of physical treatment. In ge 
these patients are often more resistant to psychotherapy tha: 
psychoneurotic patients. However, some of them benefit from brie 
psychotherapy and others from long-term analytically oriente 
psychotherapy but the treatment needs to be conducted TR 
particular care in order to avoid exacerbations of the organic illn a 
Whether or not formal psychotherapy is indicated and what ER g 
should take should be determined by the nature of the under! Tie 
psychological disturbance and the patient’s defences and pa ifs 
structure, the indications for or against the different types of [a nts 
ment being similar to those which apply to psychoneurotic patte 
(see pp. 223 and 234). sents iS 
5 The fundamental principle in the treatment of all these patien se 
to treat not only ‘the illness’ but the whole patient which m 
that attention must be paid to physical as well as psycholog! a 
aspects, including his personality make-up, his internal conflicts 4 
feelings and his inter-personal relationships and life situation. 
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29 Various psychosomatic disorders 


This and the next sections describe the commoner psychosomatic 
disorders, i.e. conditions with structural lesions in which emotional 
factors play a major aetiological role. For the sake of completeness 
some conditions have also been included in which there 
is abnormality of physiological function of psychological om 
Although they are listed according to the different systems o. the 
body involved, in practice several of these psychosomatic disorders 
may be present at the same time or occur at different times in the 


Same patient’s life. 


CARDIOVASCULAR SYSTEM 


Essential hypertension i : 

It is, of course, widely recognized that acute emotional disturbances 
such as anger and fear give rise to an increase of blood pressure; it is 
thought that in some patients with a genetic predisposition to 
hypertension prolonged emotional stress may lead to a maintained 
and ultimately to persistent hypertension. 


increase of blood pressure 1 X i r 
This has been shown to be so in patients whose parents rejected 
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them as soon as they began to show aggression; they came ‘to live 
in fear not to be accepted . . . then become very angry, but then pac 
ashamed’. (Van der Valk, 1964). Constitutional or other physical 
factors must be of importance as well, as similar observations Pa 
also been made in patients with other psychosomatic disorders, an 
in normal people. 

Psychotherapy directed at releasing aggression has had a 
Success in reducing hypertension (Hambling, 1952). ee 
hypertension has been improved by leucotomy, presumably aoa 
it enabled the patient to benefit from psychotherapy and to tolera 
conflict situations better than before. (Groen et al., 1964). 


Effort syndrome iy 

This condition is also known as da Costa’s syndrome, Soi re 
heart, or disordered action of the heart (DAH). It was describe At 
prevalent in the American Civil War, and both World Wars. 
Present it is rarely seen. ion: 

It consists of dyspnoea, precordial pain and palpitation on sei 
and is accompanied by anxiety focussed on the heart’s moe ay 
physical abnormality is to be found: except that the condition rdiac 
be grafted on to an existing, but symptomless, minor > pa 
abnormality, for example an innocent murmur, if the patien 
been told about it. . +9 and 

The anxiety may be due to genuine fear of a cardiac lesion 
its effects, or to some other cause, e.g. fear of death or of cowat 
and be focussed on the cardiac symptoms. ae and 

Treatment must follow a complete physical pagerank 
must consist in tackling the basic anxiety. Graduated rehabili 
may be necessary to restore confidence. 


Coronary artery disease 


Š nt 
Although several factors undoubtedly contribute to the degelo th 
of coronary disease the actual onset of a coronary sagen ical 
be precipitated by emotional stress. In such cases psycho Ea 
factors are of obvious aetiological importance but it is unc y 
to what extent they also contribute to the development of the ar 
changes in the coronary vessels over longer periods. 


Paroxysmal tachycardia oa 
Excitement may bring on such attacks in a predisposed individual. 
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Cerebro-vascular accidents 
Again the onset of a stroke often coincides with an emotional crisis, 
e.g. sudden anger and loss of temper. 


Raynaud’s disease 
The peripheral vasoconstriction due to increased sympathetic activity 
is frequently increased by emotional stress and may diminish when 
this is relieved. 


RESPIRATORY SYSTEM 


Bronchial asthma and hay fever are common psychosomatic disorders 
and are dealt with separately (see p. 143). 


GASTRO-INTESTINAL SYSTEM 


Gastro-intestinal symptoms are among the commonest psychosomatic 
reactions and may affect any part of the gastro-intestinal tract. 
Anorexia, difficulty in swallowing, nausea, vomiting, constipation 
and diarrhoea are common symptoms due to disturbance of function 
which may be clearly correlated with periods of stress. The following 
disorders with actual structural lesions are of particular importance. 


Peptic ulcer d 
The fact that the emotional state has a profound effect on gastric 
function has already been mentioned (see pp- 38 and 131). Wolf and 
Wolff’s (1943) classical observations on their patient Tom with a 
gastric fistula are well known. Mirsky (1950) has demonstrated that 
People who develop peptic ulcers have a higher pepsinogen secretion 
than normals and that pepsinogen production is increased by emotion- 
al stress, Recent work suggests that the way in which gastric motility, 
secretion and vascularity are affected by such emotions as anger, fear, 
frustration and conflict varies according to the patient’s personality 
and the particular conscious and unconscious factors involved 


(Rosenbaum, 1954). 4 

There can be no doubt that in c: 
develop and relapses occur at peri 
during which he is exposed to seve 
interaction in the family or excessive 


n clinical practice peptic ulcers often 
ods in the patient’s life situation 
re or persistent stress. Disturbed 
pressure or conflict at work are 
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common precipitating factors. There is also some evidence that 
patients with Peptic ulcers have certain personality characteristics 
in common. They are often dependent people who over-compensate 
for their dependent needs by becoming ambitious, hard working 
and successful; others reveal their dependency more openly. However, 
such characteristics can be found in many other psychosomatic 
and also Psychoneurotic disorders so that the exact significance of these 
observations is still uncertain. Physical and constitutional factors 
may determine whether patients with such conflicts and personality 
structures will develop a Peptic ulcer or some other psychosomatic 
disorder. 

In treatment, equal attention must be paid to the physical and 
psychological aspects. Once an ulcer has developed and especially 
if complications such as pyloric stenosis have arisen, physical treat- 
ment must have priority. But full understanding of the psychological 
factors involved will make it possible for the doctor to plan the 
patient’s management in such a way that the emotional aspects are 
taken into account. Thus a good doctor/patient relationship and 
frank discussion of emotional problems may be more effective than 
excessive preoccupation with dietary measures. Formal psycho- 
therapy is hardly ever indicated on account of the ulcer alone byi 
may, in selected cases, be valuable if the patient is aware of unresolve 
psychological conflicts and wants to resolve these in psychotherapy. 
Discussion with relatives may be helpful if inter-personal conflict 
is an important factor and working conditions may have to be 
reviewed and changed if necessary. 


Spastic colon. 


Attacks of abdominal pain and constipation are commonly the result 
of spasm of the colon in over-controlled patients who are in emokonh 
conflict and are unable to express their feelings especially those 0 
aggression and sexuality. 


Ulcerative colitis and anorexia nervosa 
Are important enough tobedealt with separately (seep. 151 and 148). 


GENITO-URINARY SYSTEM 


Frequency of micturition is a common symptom due to anxiety. 
Bedwetting in children is usually due to an emotional entree 
(see p. 180). The various abnormalities associated with sexual an 
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reproductive function, such as impotence, frigidity, disturbances of 
menstrual function and pregnancy are all dealt with elsewhere. 


MUSCULO-SKELETAL SYSTEM 


Muscular and skeletal pains, unless due to definite organic disease 
are often of psychological origin related to emotional tension. Common 
examples are headaches, stiffness and pain in the neck, shoulders, 
limbs and back—so-called fibrositis or muscular rheumatism. A 
minor local physical abnormality sometimes focuses the patient’s 
attention to a particular part of his body and after that he reacts to 
emotional stress by developing symptoms in the same area. Pain in 
the face is another similar condition and may be difficult to distinguish 
from dental conditions. The patient usually becomes increasingly 
Pre-occupied with these various painful conditions and this leads to 
Secondary anxiety and depression. Sometimes the particular symp- 
tom may indicate the nature of the underlying psychological problem 
in so-called body language, e.g. having pain in the neck may be a 
Way of saying that somebody ‘is a pain in the neck’ to one. — 
Treatment is often difficult. Physiotherapy and pain-relieving 
drugs May prove ineffective. These patients are often very reluctant 
to consider that their physical symptom could be of ere 
Origin. Patient exploration and discussion is necessary to help them 
accept this. Psychotherapy may then prove helpful in bag i 
In others these symptoms, e.g. persistent facial pain, may m = S 
an underlying depression and the symptom may respond to 
anti-depressant drug combined with psychotherapy. 


Rheumatoid arthritis ba f 
To what extent this has a psychosomatic basis is undecided a 
attacks are often precipitated by stressful events 1n à Sate -ie s 
and long-standing personality problems often associate: n rep: j 
aggression are found in many of these patients. Lu vig (1954 
elieves that regression occurs when their defences are brg 7 oa 
Y severe stress or frustration. Therapy, though may, physical, 
must include support and sympathy from the GP: some patients 
may need formal psychotherapy. 


CENTRAL NERVOUS SYSTEM 


Migraine : : 2 
There is usually a familial predisposition but emotional conflicts 
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are of considerable importance. These patients are often ambitious, 
outwardly calm but beneath this there may be a great deal of anxiety 
and conflict. During formal psychotherapy such patients are often 
found to have strong aggressive fantasies and they conceal basic 
feelings of dependency. It is doubtful whether any of these findings 
can be regarded as specific for migrainous subjects but in treatment 
the importance of psychological factors must be taken into account. 
A few benefit from analytical psychotherapy. 


ENDOCRINE FUNCTIONS AND DISORDERS 


This is of particular importance in the consideration of psycho- 
somatic disorders for two reasons: emotional stress is known to 
affect the function of several endocrine glands, and conversely 
endocrine disorders affect the mental state and human behaviour. 


Stress and the adrenal cortex 


Adreno-cortical activity, as measured by the plasma cortisol i 
.11-OHCS level, or by the 24-hour urinary excretion of cont 
metabolites has been shown to be increased by a number of stressfu 
situations (Gibbons, 1968); it is raised in students about to take an 
examination, in members of boat crews before the start of a race 
in patients anticipating an operation; and also over more prolonged 
periods in some, though not all parents of children with leukaemia 
who were distressed by their child’s illness, and who were the 
subjects of a special investigation. In the latter and similar studies 
it is of interest to note that the degree to which adreno-cortical 
activity is affected in individual patients depends partly on the 
degree to which they are able to defend themselves by denial.against 
feeling too distressed in which case the cortisol levels are lower 
than in those whose defence mechanisms are less effective. Nabarro 
(1969) has also shown that the psychological stress associated with 


yen acute medical illness causes an increase in adreno-cortical activity 


as shown by an increase in Plasma rr-OHCS levels and an increase 
in the concentration of ACTH in the plasma. In psychiatric patients, 
too, adrenocortical activity is increased in most, though not all 
depressed patients and it falls to normal levels after recovery. All 


these changes in r esponse to stress are presumably transmitted _via 
the hypothalamic-pituitary-adrenal axis, 
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Cushing’s syndrome 


When the steroid level is raised as in Cushing’s disease or as the 
result of the administration of steroids, changes in the mental state 
are common; mood changes, depression or elation, may occur and 
so may psychotic states. It is often difficult to decide whether these 
psychiatric sequelae are the direct result of the increased steroid 
level or the indirect effect of the psychological stress associated with 
such bodily changes as hirsuties, obesity and the moon faced appear- 
ance, especially in women. Both effects may co-exist. 


Adreno-genital syndrome 

Here the increased androgen production, usually the result of bilateral 
adrenal hyperplasia or tumours, leads to the development of male 
characteristics in girls, often present at birth: female pseudo- 
hermaphroditism; in boys it leads to precocious puberty. The 
associated psychiatric problems are largely due to the indirect effect 
of the resultant difficulties in sexual adjustment; for example, if a 
girl is mistakenly regarded as, and therefore brought up as a boy the 
resultant uncertainty about her sexual identity will cause serious 
Psychological difficulties and sometimes extreme self-consciousness 
and social withdrawal. Such patients and their parents need careful 
reg from the beginning both from the physical and psychological 
angle. 


Adrenal medulla Aa 

Selye (1950) drew attention to what he called the ‘alarm reaction., a 
ormonal response to stress with certain adaptive and homeostatic 
functions in which the adrenal medulla as well as the adrenal cortex 
play an important role. Recent experimental work (Levi, 1968) has 
shown that the catecholamine excretion levels, reflecting the secretion 
of adrenaline by the adrenal medulla, are profoundly affected by 
Stressful emotional stimuli. Interestingly enough, pleasant stimuli 
Causing amusement were in some individuals as effective in increasing 
adrenaline production as stressful and unpleasant stimuli. Asin the 
Case of steroid secretion, the personality of the individual plays an 

important part in determining the response. : . 
Conversely, spontaneous excessive secretion of adrenaline as in 
Patients with a phaeochromocytoma is known to produce periodic 


attacks of acute anxiety ; this needs to be considered in the differential 
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diagnosis of an anxiety state but the periodicity and the associated 
rise in blood pressure should assist in the diagnosis. 


_ Diabetes 
Here genetic and other primary physical causes are of major import- 
ance but diabetes is occasionally brought on by acute stress; and 
compulsive overeating of psychological origin leading to obesity 
may be another factor in predisposing to diabetes. That emotional 
Stress can affect the blood sugar and insulin requirements of an 
established diabetic patient, and the fact that the blood level of 
ketones is affected by stress, sometimes leading to the onset of 
ketosis and diabetic coma, are well known. Conversely, the psycho- 
logical effects of being diabetic and of needing insulin or to have 
to adhere to a diet are important factors to be considered in the 
management of all diabetics, especially in children. Hypoglycaemic 
attacks occurring in the course of treatment often present themselves 
with psychological symptoms, such as confusion, inability to think 
or concentrate and may lead to abnormal behaviour. Rarely psycho- 
logical symptoms of similar kind may occur as the result of spon- 
taneous hypoglycaemia, as in patients with pancreatic islet cell 
tumours. 
The thyroid gland. This is dealt with separately (see p. 154). 
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SKIN DISORDERS 


Their relation to psychological problems are dealt with in a separate section 
—see p. 159. 


30 Bronchial asthma 


AETIOLOGY AND INCIDENCE 


Asthma occurs in at least 1% of the population of England and Wales. 
The age of onset may be from infancy to old age but is most common 
under the age of 5 years and in boys at an earlier age than girls. A 
family history is present in 40% of all asthmatic patients. Recently 


the death rate has been rising (from 2 per 100,000 persons in 1959 
to 3-7 in 1966 (Speizer, Doll and Heaf, 1968). 


Asthmatic attacks are almost always caused by a combination and 
interaction of several factors. There are three main groups of these: 
allergic, psychological and infective. Commonly all three of these 
factors may operate together, but one or other of them is almost 
always dominant. It is often difficult to decide which factor is the 
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most important and in particular whether psychological methods 
of treatment should be used in addition to physical methods. If the 
importance of psychological factors is overlooked, appropriate 
methods of dealing with them may be delayed until it is too late for 
them to have much effect. ; 
There have been several good surveys on this subject carried out in 
the last 10 years, especially by Rees (1964). It has been shown that 
the relative importance of the different factors varies with age: ; 

1 In patients Presenting in childhood the most common dominant 
factor is psychological. 

2 In patients presenting from puberty to 35 years of age the most 
common dominant factor is allergic. ; 

3 Inpatients presenting over the age of 35 the most common dominant 
factor is infection. 


Allergic factors 


These provoke constriction of the bronchi, swelling of the mucous 
membrane of the respiratory tract and hypersecretion of con 
by a direct effect on the hypersensitized mucous membrane. The 
basic reaction which occurs is a cellular anaphylaxis due to the 
interaction of antigen and tissue fixed antibodies (reagins). D 

Reagins are gamma globulins present in sensitized (allergic) su i 
iects and recently identified as IgE. It is reagins which are respon d 
sible for positive allergic skin tests. They can be passively ne 
to non-atopic subjects (Prausnitz-Kuestner reaction) in whom thet 
effect is only temporary. 

The abtin Shih s commonly cause human allergic amm 
are: house dust (a decomposition product of animal and vegetab 4 
dust from furnishings); pollens; airborne mould; house mites, an 
animal danders. Some show seasonal variation. In asthma due to 
inhalants, associated rhinitis and conjunctivitis are often seen. 
Experimental asthmatic attacks can be provoked by inhalations of 
antigens in allergic subjects. The results of desensitization CT 
are good in patients with pollen allergy. Allergic factors in foo 
are difficult to demonstrate as skin tests tend to be negative except 
in very severe and obvious cases, Allergy to food is common in 

oung children. It must be remembered that allergic responses 
themselves can be affected by the patient’s mental state and by 
hypnosis (Black, 1963), and that a prolonged search for allergic 
causes and unnecessary dietary and other restrictions may be 
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harmful if it means that important psychological factors are being 
overlooked. 


Psychological factors 


Neurotic personalities are common and an unhappy home life and 
faulty parental attitudes are frequently found in parents of asthmatic 
patients. Attacks are often precipitated by stressful situations and 
symptoms may improve if a patient is removed from a stressful 
environment, or in response to psychotherapy. 

A considerable amount of research has been done on this subject, 
especially by authors working in the field of psychosomatic medicine, 
such as Groen and Bastiaans (1964) and their psychosomatic research 
team in Amsterdam, and by Linford Rees (1964) in Britain. 

Although there is not one clear-cut personality type specific for all 
asthmatics, certain characteristics are commonly found in these 
patients. 

A history of emotional insecurity in childhood is very common. 
Asthmatic children have a great need for affection, especially from 
their mothers, but if the parents are too authoritarian, rejecting, 
possessive, or manipulative, and are unable to tolerate expressions of 
anger, the child feels obliged to submit and to suppress any feelings 
of aggression out of fear of losing the parents’ love; and some become 
perfectionist. This conflict persists throughout life, so that in any 


situation, as children or adults, in which the patients come up against 


others who are too demanding, possessive or authoritarian, they feel 
will be aroused ; but instead 


oppressed and smothered and their anger v r 
of releasing it they tend to bottle it up, and develop an asthmatic 


attack. Their suppressed demandingness and aggression makes them 
egocentric and difficult to live with; they are prone to impulsive 
behaviour and jealous in their human relationships; but they are 


unable to verbalize their conflicts or to express their feelings. If 
y can often see that attacks are brought 


they can be made to talk, the t ; g 
on by stressful situations similar to those they experienced in relation 


to their parents or siblings in childhood. d 
Conditioning has also been implicated in the production of 


asthmatic attacks. Thus, Decker, Pelser and Groen (1964) have shown 
that in two patients with allergic asthma whose attacks could be 
regularly precipitated in the laboratory by the inhalation of pollen 
and house dust respectively, attacks could later be produced by the 
identical procedure, though, unbeknown to the patient, no allergen 
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was being inhaled. It must be stressed that such conditioning is only 
effective in a small proportion of patients and anxiety associated with 
the test procedure may be more important than conditioning proper. 
Conversely, asthmatic attacks can sometimes be relieved by suggestion 
or hypnosis, and prevented by de-conditioning. 

Turnbull (1962) claims that asthmatic breathing may be learned 
at an early age as a result of frustration and that it may be reinforced 
by securing a satisfying response from the mother. 


Infective factors 


These are of considerable importance in the very young and the 
elderly. Initial upper respiratory tract infections proceed toa secondary 
chest infection with asthma associated with productive cough and 
tenacious sputum. It is thought by some workers that bacterial 
allergy occurs in these patients but this has not been conclusively 
demonstrated. 


TREATMENT 


One must consider both physical and psychological approp 
Often both should be combined. A full review of the aenda 
physical treatment is given by Nicholson (1965). For psychologica 
treatment the following should be noted: 


Children 


In childhood it is often essential to correct faulty parental attitudes 
by dealing with the parents, Occasionally, if the family situation 15 
too disturbed the child may benefit from being temporarily removed 
from home to stay with friends, or at boarding school, or by admission 
to hospital. If it is possible to influence the parents to modify their 
faulty attitudes, one may not only relieve the child’s asthma at that 
stage, but one may also hope to prevent the tendency to asthmatic 
attacks in years to come. A few children may benefit from more 
intensive psychotherapy. 


Adults 


When dealing with adult patients, except in clear-cut cases of allergy, 
the past and present life situation should be explored in detail for 
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possible psychogenic factors. If these are found, detailed and patient 
explanation will usually be needed to convince the patient of their 
importance; and psychotherapy may be of benefit. Often a few 
interviews at a relatively superficial level in which a patient is allowed 
to release his feelings, for example to show anger or to weep, may be 
helpful provided the patient knows that he can always return for 
further interviews if he encounters stressful situations in the future 
or if his asthma recurs. Hypnosis may be of value (see p. 237). 

In some patients, especially those who are young, flexible, intelligent 
and aware of their emotional problems, more intensive analytically 
oriented psychotherapy, either individually or in groups, may be 
indicated to bring about changes in the underlying personality 
disturbance. 

Whatever form of psychotherapy is used, it is most important to 
adopt a permissive, tolerant and understanding attitude as asthmatic 
patients respond badly to a critical, rejecting or authoritarian approach, 
which, by repeating the original conflict situation, may precipitate 
severe attacks of asthma. It should be stressed that it is essential 
to employ the usual symptomatic treatment with drugs while 
psychotherapy is being used. However, if psychotherapy is successful, 
it may be possible gradually to reduce whatever drugs are being used 
and sometimes to discontinue their use altogether. k 

It is clear, therefore, that close collaboration between physician 
and psychiatrist is essential unless one doctor is prepared to undertake 
both lines of treatment. Besides, the patient can get much help from 
the sympathetic support of his relatives, and they themselves may 
need information and help from the doctor to overcome their anxiety 
and sometimes to modify their behaviour and attitude towards the 
patient. This is especially important for the parents of young 
asthmatics and for the husbands or wives of patients. 


VASOMOTOR RHINITIS AND HAY-FEVER 
Although allergy may play an important part these acute attacks of 
nasal congestion can often be correlated with periods of emotional 
stress in the patient’s life situation. In general, anxiety and emotional 
tension increase the intensity of allergic responses under experimental 
conditions and Black (1963) has shown that allergic responses can 
be inhibited by direct suggestion under hypnosis. 
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31 Anorexia nervosa 


HISTORY 


Clear descriptions of cases of anorexia nervosa (nervous consumpto 
or mental anorexia) have been given since Richard Morton’s accoun 
in 1689, although, curiously, neither Hippocrates nor Galen mention 
it. In the literature, it has often been confused with Simmonds 
Disease, which is a syndrome of dysfunction of many endocrines 
due to failure of the anterior pituitary, but in Simmonds Disease 
the wasting is only terminal; and there is no evidence that anorexia 
nervosa is due to pituitary deficiency. 

The criteria for the use of the term vary considerably. While most 
psychiatrists agree in regarding anorexia nervosa as due to underlying 
psychological causes, for a long time surprisingly little was written 
about the syndrome in standard textbooks on psychiatry and psycho- 
therapy, although in Physical Methods of Treatment Sargant and Slater 
give an optimistic account of the results of treatment with drugs. 

There is an excellent monograph by Bliss and Branch (1960), who 
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survey the literature in considerable detail and describe their own 
series of cases. Crisp (1965, 1967) has written a comprehensive survey. 


INCIDENCE 
Anorexia nervosa occurs overwhelmingly in emotionally disturbed 
adolescent girls, but has been recorded in older women, and, very 
rarely, in males. Twin studies have shown no evidence of a genetic 


basis (Crisp, 1967). 


SYMPTOMS 


Anorexia nervosa is better regarded as a symptom, or set of symptoms, 
than as a clinical entity. It can be part of a hysterical, obsessional, 
depressive or schizophrenic syndrome. It is therefore vital to consider 
the psychological and physical needs of each case afresh, if treatment 
is to succeed. Nonetheless, certain generalizations can be made. 


in recovery may be the last to go. 


MENTAL STATE ‘ ‘ 
The patient is extremely preoccupied with, food, either with the 
difficulty in swallowing it, or with the horror of eating too much, 
from fear of getting too fat. She is generally withdrawn, resistant to 
advice or help and her symptoms produce around her an atmosphere 
of anxiety, irritation or despair, which makes her worse. She may 
mislead nurses by frank lies and denial, or by concealing food she 


Pretends to have eaten. ra r 
Deeper investigations may reveal hostility to her parents, especially 


her mother, rivalry with a brother or sister (often a younger sister 
who is more outgoing, and so more attractive to her parents); guilt 
Over aggression and sexual wishes; denial of femininity; and ideas 
of self-punishment. The patient often experiences her mother as 
domineering and over-controlling, feels herself to lack an identity 
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of her own and wants at all costs to avoid becoming a_grown-uP 
woman like her mother. The physical manifestations described.above 
are the results. of these. emotional conflicts. . à 

The symptoms are nearly always accompanied by depression, 
which makes the patient cling to her pattern of behaviour and oppos? 
efforts to help until she feels understood. 


TREATMENT 


An enormous range of physical and psychological teannen E 
been tried; every method has had its successes (which appear reta 5 
to the therapist’s confidence) but also its failures. Compar ae 
different treatments is difficult, owing to lack of controls an aly 
inability to measure the effect of the consciously and unconsciou 
determined attitude of the physician. 


There are two_questions to be asked about every patient: 


A n : t her 
A What is required to check further weight loss, and to preven! 
death from emaciation? 


j „d.s. 
Admission to hospital may be needed; largactil (50-100 mg; . 


. ite 
or more) and insulin (10 units t.d.s.) sometimes restore apes 
quickly; the tube feeding is no longer needed since chlorprom be 
has been introduced. As soon as possible, pressure to eat shorea 
reduced, but a careful and regular check must be kept on the pat! 
weight. E 
2 What is the psychological background of the symptoms! t the 

On this depends the type of psychotherapy to be given: bu it 
first step must be for the therapist to establish a close rapport wa 
the patient. He may have to dissociate himself from critical Se et 
of the past, which have provoked guilt, resistance and furt a 
preoccupation with food. He must allow her to ventilate emotio i 
long repressed and to rebuild lost. relationships,..c.g- with parents: 
The latter’s collaboration in this may need re-education, if A 
therapy by PSW or psychiatrist. The patient _often_gets. mo! A 
depressed when she sees that her weight is increasing,. as she-feats 
fatness and adulthood. Prolonged psychotherapy is therefore essential: 


In extreme depression, anti-depressant drugs may help. Abreaction 
under pentothal may also overcome resistance. 


Although one therapist must have overall responsibility, tea™ 
work is essential between him, his immediate deputy (to covet his 
absences), a PSW to cope with relations and all the nursing pu 
involved. Any one may well feel helpless and angry at the patient $ 
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symptoms, just as her parents have; the therapist must prevent this, 
e.g. by group discussion with them. All must be prepared for progress 
to be slow, and for the stress and disappointment involved. 


PROGNOSIS 


In spite of all treatment, some patients_die; of Kay and Leigh’s 
(1954) follow-up of twenty-five, six died, seven were still anorexic, 
and four others had other psychiatric symptoms. But more recently, 
treatment has been more successful, and a recovery rate of two 
patients in three has been reported by Crisp (1965) and Dally and 
Sargant (1966). In some patients the condition becomes chronic. 
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PSYCHOGENIC AETIOLOGY 
ulcerative colitis are psychogenic 
. Murray (1930) while he was still a medical 
et ig ae eae E FEAT but it has led to the successful 
use of psychotherapy in conjunction with medical or surgical treat- 
ment, and psychotherapy has sometimes been successful in cases 
where other treatment has failed. The best results are achieved if 
treatment is begun early in the course of the disease and before the 


Organic changes are too far advanced. 


The theory that many cases of 
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The theory is that three psychological factors are linked: din 
1 A predisposing personality, partly inherited, partly develope ch 
upbringing, which makes the patient vulnerable to conflicts wi 
eople in close relation to him. pat 
; po stress which makes the patient feel humiliated, inferior 
and inadequate. $ i rds 
3 The patient’s inability to express his feelings in action or words, 
and his tendency to repress them. 


Personality 


T 
Evidence for this theory has been well set out by Groen and bine 
Valk (1964) quoting their own work, and much else. The eee, 
concerned are basically passive and dependent, craving for a 7 this 
sympathy and admiration, without giving much in return. mee 
attitude may be covered in some by a mask of conceit, or ts be 
independence. Others retreat from competition. They tens direct 
obsessional, prudish, fastidious and tidy. Most show a an 
aggression, but this is because they dare not express it; t Ke iting 
try to get others to be aggressive for them, by gossip, bac ative 
and so on. None of these traits of course is exclusive to ae tha 
colitis, but the constellation of several together, yee ant; 
dependency, obsessivenessand inability to expressanger, sare ee a 
and so is the way they get worse, once the illness is establis F a 
shown by atendency to regress to infantile and demanding depen also 
Recent observations suggest that similar personality traits may 
be of importance in the causation of regional ileitis. 


Conflict and reactions 


A history of recent stress and conflict in close relationships can h 
elicited in the majority of cases, provided they are allowed gradua 7 
to talk freely; if they are asked outright on this subject, they ak 
deny any trouble, or any connection with their symptoms. a 
precipitating sues which usually precedes the onset of an acute atta e 
by a day or two is often an injury to their security, because they br 
been deprived of affection on which they relied, or to their se 
esteem (especially in the presence of others). But as they cannot 
express their hurt feelings, their reaction becomes one of inwat 
resentment at a real or imagined affront; though they are unable to 
admit this, or their ineffectiveness, even to themselves. 
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PHYSICAL CHANGES 

Physiological studies, e.g. direct observation of the colonic mucosa 
in patients with a colonic fistula, have shown that anger or anxiety 
evoked by discussing stressful topics are accompanied by colonic 
over-activity and mucus secretion, which, if it persists, may produce 
hyperaemia and bleeding. 

Relaxation of the colon can be obtained by getting the patient to 
speak of his achievements or to talk on neutral topics. Intense 
Physical crises have been recorded after psychological stress or 


after recollection of it. 


DIAGNOSIS = 
Ulcerative colitis is not difficult to diagnose, but the possibility of 
carcinoma of the colon, either at the start or developing later, must 


always be remembered. . i 
It is more difficult to decide on the extent to which psychological 


and physical causes are each responsible. It is likely, from the nature 
of the patient’s symptoms and personality, that psychological factors 
are often missed, and psychotherapy neglected. 


TREATMENT 


1 Medical and surgical treat 
described here; but they must 


ment and their indications are not 
be provided, where needed in con- 


junction wi herapy. In every case a good personal relation- 
ship must fe sel uae the patient usually at first by the CE 
or physician, and the patient must be encouraged to talk pant about 
any recent stresses and conflicts in his life. If necessary a psyc iatrist 
should be called in at this stage. As the condition is potentially fatal, 
Psychotherapy must not be relied upon exclusively. In aaant 
cases treatment with steroids or surgical intervention must not be 


too long delayed. Surgery must also be considered in chro nic and 

elderly patients in view of the risk of a carcinoma epee 4 

2 In an acute case, the provision of intensive support, avoida nce of 
> 


all fru i the acceptance of the patient’s dependence by 
the pine perpen oe aay reduce the physical symptoms, as 
well as the emotional crisis, with remarkable speed. To avoid relapses 
long term supportive psychotherapy must be provided. This is 
usually best done by the patient’s physician or GP to whom the 

so that he can rely on him at once if 


Patient must have easy access, c 
new problems or stresses arise. Medical treatment may, of course, 
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be needed as well. Good results have been achieved in a number of 
cases by using abreactive sessions under pentothal (see p. 237) in 
conjunction with psychotherapy. ’ d 
3 Formal analytical psychotherapy may be required in selecte 
cases to deal with the underlying personality disorder. This applies 
particularly to young, flexible and intelligent patients who are aware 
of their personal problems, who are willing to accept intensive 
psychotherapy and in whom the organic changes are less acute an 
not too far advanced. It must however be remembered that E 
treatment must be conducted with great care, since breaking aay 
the patient’s defences prematurely or the development of a nega 
transference may lead to an acute and potentially fatal relapse gi 
alternatively, to a psychotic breakdown. Careful assessment by i 
psychotherapist is therefore needed to decide whether or ae 
patient is suitable for formal analytical psychotherapy following ag 
ordinary supportive psychotherapeutic methods which should hav 
been made available. -arë 

There are some studies which suggest that psychotherapy is bite 
effective than physical treatment alone (O’Connor et al., 1060) ie 
no large series of comparable cases, subjected to controlled o aa 
vations and treatment is yet available. Meanwhile it seems ac 
to suppose that the disease has several possible causes, sate 
psychological, some physical; and that whichever is the sae, 
cause, a psychophysical cycle may develop, which needs treatm! ‘ie 
on all fronts; how much of each must be determined by the deta 
of each case. 
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43 The thyroid gland and 
psychiatric illness 


The thyroid gland and mental function are intimately related. The 
secretion of thyroid hormones is known to be under the control 
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of the hypothalamus and there is increasing evidence that stress- 
ful environmental events, particularly those causing a psycho- 
logical disturbance, may influence the output of these hormones via 
the release of TSH by the pituitary gland. Depending probably 
upon genetic factors such emotional stress may produce either an 
increase or a decrease in the circulating hormones (Hamburg and 
Lunde, 1967). Further, the syndromes of hyperthyroidism and 
hypothyroidism once established are both associated with a disturb- 
ance of normal mental functioning (Whybrow, et al., 1969). 


HYPERTHYROIDISM AND ANXIETY 


Whether or not hyperthyroidism may be percipitated by psycho- 
logical stress has been debated since 1803 when Parry first described 
thyrotoxicosis and noted that the illness had been immediately 
Preceded by a frightening experience. Although some physicians 
Maintain that such an event is merely coincidental and that a careful 
history would usually reveal hyperthyroid symptoms developing prior 
to the trauma there is evidence that in some persons psycho-dynamic 
factors do play a contributing part in the pathogenesis of the disease. 
The majority of the persons who develop thyrotoxicosis have a 
family history of the disturbance, suggesting a genetic predisposition. 
Psychiatrists familiar with the illness have also noted that hyper- 
thyroid persons as a group frequently have strikingly similar 


Personalities. One writer has colourfully characterized the way of 


life as that of ‘inhibited martyrdom’ (Wallerstein et al., 1965). A 
detailed history frequently reveals that because of family circum- 
stances the individual was forced into an early independence of his 
Patents, hence usually missing many of the usual gratifications of NA 
childhood. Probably as a compensation there is often a premature . 
Striving for self-sufficiency with the shouldering of family respon-  &y» 
Sibilities at an early age and an excessive concern for the care of 


Others. Such an adjustment is precarious and in later life the dis- 
of a close emotional tie, such as the 


Tuption or threat of disruption : : a 
death of a near relative or the breakup of a marriage, will precipitate 
the clinical picture of thyrotoxicosis if there is a genetic predisposition 
to the i 

T a iness. s in particular lend support to these observations. In 
one (Dongier et al., 1959) (psychiatric patients without biochemical 
oidism but with personality char- 


or clinical evidence of hyperthyr pers 
acteristics as just described were found to have a significantly more 
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rapid turnover of radioactive iodine in the thyroid gland than, did 
patients without such character traits. Another,'more recent study 
has shown that one may predict individuals with ‘thyroid hot-spots’ by 
a knowledge of their personality constellation (Wallerstein et al., 1965). 
, Once the clinical syndrome of hyperthyroidism is developed there 
Invar. iably occurs psychological disturbance secondary to the abnormal 
thyroid metabolism (Whybrow et al., 1969). One of these is anxiety 
which may predominate as a symptom and give rise to diagnostic 
confusion. Some of the symptoms of hyperthyroidism closely 
resemble those of an anxiety state and indeed may be produced by # 
similar physiological mechanism. Many of the physiological accom 
paniments of anxiety are mimicked by sympathetic stimulation an 
adrenaline Secretion and it is established that hyperthyroidis™ 
increases the sensitivity of the tissues to both of these. Thus, some 
of the symptoms of hyperthyroidism such as tremor, tachycardia 
and sweating may be attributed to hypersensitivity to sympathett 
stimulation and can be relieved to some extent by drugs such a6 
Propranolol and reserpine, which are known to reduce the quantity of 
noradrenaline available in the central nervous system. d 

Certain symptoms, however, are peculiar to hyperthyroidism aP 
therefore of great value in differentiating it from anxiety states: 
Perhaps the most distinctive is the combination of weight loss with, 
a good and indeed often excessive appetite. Anxious people may 108° 
weight but if they do so it is usually because their appetites are 
poor. Hyperthyroid patients also often report an intolerance of heat 
and an increase in sweating. This may be obvious on shaking hands 
with the patient when the hot sweaty hand of hyperthyroidism 
contrasts markedly with the cold, clammy palm of the anxious perso”: 

Palpitations, that is abnormal awareness of the heart’s action are 
commonly felt by both hyperthyroid and anxious patients. What 1 
significant about this symptom in the hyperthyroid subject is that 
it is most noticeable when the patient is resting quietly and, like the 
sensation of subjective anxiety also present i eres xicosis,j° 
usually unrelated to.specific. thought content. 


Physical examination of the patient may reveal features char- 


acteristic of hyperthyroidism such as one or other of the peculiar 


established by laboratory tests such 
protein bound iodine (PBI) and the trici 
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Should the hyperthyroidism remain undiagnosed. and untreated, 
Psychiatric symptoms become more apparent and increasingly 
distressing to the patient as the level of circulating hormone rises. 
A mild delirium occurs with increasing irritability, difficulty in 
concentration and some impairment of recent memory. Difficulty 
is found with simple mental arithmetic and the patient becomes 
aware of a mild confusional state which may merge into perceptual 
distortion and even frank hallucination, when he usually presents to 
the psychiatrist with a picture of psychosis. There is nothing specific 
about the psychotic picture, the thought content of which is deter- 
mined by the individual’s previous personality, and life experience. 
Depressive symptoms, however, are notable for their. absence. 
Although a sadness of mood may be present prior to the onset of 
the thyrotoxicosis, this is rarely seen during the illness itself despite 
considerable physical disability. 7 

Treatment of the psychic disturbance secondary to the increased 
metabolism of hyperthyroidism lies, of course, in the successful 
treatment of the thyrotoxicosis itself. Essentially this can be achieved 
by the administration of antithyroid drugs, by surgical remoyal of 
Part of the thyroid gland or by selective irradiation of the gland by 
Means of radio-iodine. Although all of these are efficient means of 
reducing thyroid function to a normal level they do not do so imme- 
diately and thus symptomatic treatment of the anxiety or the 
Psychotic symptoms secondary to the delirium may be necessary. 

eserpine is of value here, as are the minor tranquillizers (such as 
Diazepam) for anxiety and the phenothiazines may be used to reduce 


Psychotic disturbance. M. 
_ As the individual improves emotional support is important and 
indeed some persons may need formal psychotherapy to improve 
their previously fragile psychological adjustment to life circumstance. 


HYPOTHYROIDISM AND DEPRESSION 

It is not known whether emotional stress contributes to hypo- 
thyroidism in humans (Gibson, 1962) although in certain animals 
Physical stress may inhibit production of thyroid hormone, as will 
electrical stimulation of the posterior hypothalamic area (Reichlin, 
1964). That florid psychic disturbance may occur secondary to 
hypothyroidism is well known however. Indeed, at times persons 
with ‘myxoedematous madness’ (Asher, 1949) may be referred 
directly to a psychiatrist and because of the specific treatment avail- 
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able for this psychotic illness, recognition of the syndrome is very 
important. k dema 

Like those with hyperthyroidism persons with myxoe is 
invariably have a mental disturbance (Whybrow et al., 1969). aa. 
may be only a mild impairment of recent memory and dimen 
concentration reflecting an early delirious state. However, I E 
unchecked for a long period of time this will progress eventually 
an irreversible dementia. J ctual 

In contrast to hyperthyroidism where sadness during the a fa 
illness is a rarity, persons with hypothyroidism frequently ere 2 
of a marked depression which at times may mimic the syndrome 2. 
melancholia. They become preoccupied with morbid thoughts, 7 
tearful, guilty and have suicidal ideas. The physical Symp rona 
motor lethargy, diminished appetite and constipation “y A 
suggest melancholia. Hence, in a person who is depressed A 
confused it is always important during the physical craminationt e 
look for other stigmata of hypothyroid illness as treatment 0 PA 
psycthiaric symptoms may then be largely one of replacemen 
hyroidt hormone. - 

nri difference in mood between hyperthyroidism and ae 

thyroidism is of considerable interest to the psychiatrist. It pens 
that in some way an excess of thyroid hormone may ‘protect le 
indovidual against sad feelings. Some thyrotoxic people i ee 
beceme depressed about the situation immediately preceding t is 
iillnss only as they return to an euthyroid state. One implication a 
that thyroid hormones might be found helpful-in the treatment ct 
melancholia, and recent studies using tri-iodothyronine as an adjun 
to antidepressant drugs Suggest that indeed a much more, rap na 
recovery from the depressive illness is obtained than when treatmen 
is with antidepressant drugs alone (Prange et al., 1969). 
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34 Psychological aspects of 
skin disease 


For two reasons psychological aspects are of special importance 1n 
skin disorders. Firstly, emotional factors play an important part in 
the onset and maintenance of many common dermatological con- 
ditions; and secondly, having a skin disease often causes emotional 
disturbance to the patient, and sometimes also to people in his 
environment. There are several reasons for this: skin lesions are 
often visible and unsightly, thus making the patient self-conscious 
and embarrassed; they may arouse fears of having been infected or 
of infecting others, especially in cases of venereal disease or scabies 
but also when the condition is in fact not infectious; if there is 
itching the conflict between wanting to scratch at the expense of 
further damage to the skin, or abstaining from scratching leads to 
tension and anxiety, and after an attack of scratching the patient 
may feel guilty and depressed ; itching also leads to mental irritation, 
insomnia and depression; some skin diseases tend to be chronic, 
and patients may get depressed as the result and project their 
feelings of frustration at not getting better on to their doctor. 
Whether or not, in an individual case, psychological factors may have 
played a part in originally causing the disorder, a vicious circle is 
often set up as these emotional reactions may 1n turn aggravate or 


prolong the illness. 
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Everyday experience shows that mood changes influence the function 
of the skin. Thus shame and embarrassment lead to vasodilatation 
making people blush, while anxiety and fear may lead to vaso- 
constriction causing pallor, and to increased sweating. 

Experimentally it has been demonstrated by Graham and Wolf 
(1950) that the state of the blood vessels in the skin can be altered 
by emotional Stress; similarly the effect of stress on palmar sweating 
has been studied by MacKinnon (1964); the fact that emotional 
tension alters the electrical resistance of the skin (galvanic skin 
response) may be secondary to altered function of the sweat glands. 
It has also been shown that the vascular component of the skin 
response to the local injection of tuberculin can be inhibited by 
hypnosis (Black, 1963). Itching can also be reduced by relaxation or 
hypnosis and is increased by emotional stress. 

There is thus a good deal of evidence that skin function can be 
affected by psychological factors but opinions still differ as to the 
relative importance of such factors’ in different skin conditions. It 
is likely that in the individual patient several factors, including 
constitutional, allergic, infective and psychological ones often play a 
combined role but in the following conditions psychological aspects 
tend to be of special importance, 

Pruritus The itching may be generalized, or localized to the nape 
of the neck or to the genital region and the anus. Physical causes 


likely to exist and patient, prolonged psychiatric investigation may 
be needed to bring these factors to light. 

Rosacea. This condition associated with excessive blushing is met 
Particularly in young People, and problems connected with guilt and 
embarrassment may be of importance here. 

Hyperhidrosis. Excessive sweating, particularly of palms, soles and 
axillae often starts in adolescence and is frequently due to psycho- 
logical conflict. 

Urticaria. Unless of definite allergic origin, attacks of urticaria are 
often brought on by acute emotional stress and conflict. 

Atopic eczema and neuro-dermatitis. Here long standing psycho- 
logical problems may be present and superimposed acute emotional 
Stresses often precipitate or aggravate attacks. Conflict connected with 
Suppressed aggression and sexual problems may be especially 
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important. Itching is often intense and scratching may be associated 
with erotic sensations. 

Infantile eczema and the eczema-asthma syndrome in children. 
Although constitutional factors are probably of importance here, 
these conditions in children are often found in a setting in which 
there is a disturbed relationship between mother and child. This is 
often of aetiological importance and if the condition does not 
improve, the relationship of the mother to her child may deteriorate 
further. The mother begins to feel incompetent and may reject the 
child who in turn feels himself to be a nuisance and unwanted. 
Persistent itching and scratching and the attention that has to be 
placed on treatment of the child’s skin condition may increasingly 
interfere with the child’s personality development and make the 
condition worse. X 

Artefacts (dermatitis artefacta). Quite apart from the fact that in 
many skin diseases the patient may scratch and make his skin 
worse and produce excoriated lesions, psychiatrically ill patients 
may consciously or unconsciously damage their normal skin, e.g. by 
burning or cutting themselves, or by means of chemicals applied to 
or even injected under the skin, thus producing a variety of lesions. 
The patient may be unaware of what he is doing or conceal the 
truth. It is more important to discover the underlying reasons than 
to make him ‘confess’—even if caught in the act; a punitive attitude 
will make it impossible to discover the underlying psychological 
conflict and merely result in a more antagonistic and agra 
patient. A personality disorder or depressive illness is often found 
to lie at the root of this condition. , ; 

Trichotillomania. Compulsive pulling out of hair, which may lead 
to a considerable degree of baldness. This is always the gaa a 
severe underlying psychiatric disturbance, often a personality dis- 


order. Pict 
Alopecia areata or patchy loss of hair is commonly the result of 


acute emotional stress. 


PSYCHIATRIC DISORDERS FOCUSSED 
ON THE SKIN 
The above conditions have been labelled as ‘psychosomatic’ because 
psychological factors may, in varying degrees, play a part in the 
causation of the diseases described. In addition patients with 
psychiatric disorders may present themselves with the fear of having 
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something wrong with their skin without this being the case, or 
they may become excessively concerned with a minor abnormality 
of the skin while psychologically ill. Thus a patient with an anxiety 
state may watch his skin for the presence of blemishes which he or 
she would ordinarily ignore; a depressed patient may become 
hypochondriacally pre-occupied with the idea that he has got 
a skin disease; occasionally a patient with a psychotic illness may 
develop the delusion that he is infested with parasites, so-called 
acarophobia. 


TREATMENT 


This clearly depends on the correct assessment of both physical and 
psychological aspects of the disorder. Unless one is dealing with a 
skin disorder of physical origin which is being treated successfully 
and quickly by purely physical means, it is important to get to know 
the patient well and to find out what was happening in his life when 
the illness commenced or got worse, and also how he is reacting to 
his illness. Patients often benefit once they realize that the doctor 
recognizes that they may have developed a skin disease in response 
to stress; and to be able to talk about themselves and about their 
anxiety concerning their skin condition may itself have a therapeutic 
effect, in combination with whatever physical treatment is required. 
This is specially important during periods of unavoidable stress 
which has precipitated or produced an exacerbation of a skin dis- 
order, 

In children, e.g. those with the eczema-asthma syndrome in 
which the mother-child relationship is of special importance, work 
with the mother may be as essential as the treatment of the child. 
Sometimes the child may have to be admitted to hospital or con- 
valescent home. Such separation from the mother may occasionally 
be helpful but in other cases it may do further damage to the relation- 
ship between the child and his mother. 

In adults with chronic or relapsing skin diseases, such as dermatitis 
and eczema, unless of proven allergic origin, more formal, long-term 
psychotherapy may be helpful. In patients who are beginning to be 
aware of underlying problems, often connected with sexual and 
aggressive conflicts, analytical psychotherapy may be of benefit, 
Occasionally hypnosis has proved useful in bringing a severe, attack 
of dermatitis under control (see P- 238). 
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THE NORMAL MENSTRUAL CYCLE: 
HORMONAL AND EMOTIONAL 
he psychology of women 


Helene Deutsch hose work on t 
eatin, (1945) E menstruation: ‘The first 


remains unsurpassed, writes concerning i 
genital bleeding mobilizes psychic reactions so numerous and varied 
that we are justified in speaking of the psychology of menstruation 
as a specific problem . . . The extent to which the organic and psychic 
influence each other is a matter for experimental investigation. 
Benedek and Rubinstein (1939) correlated the emotional states ofa 
series of patients under psychoanalytic treatment with their basal 
body temperatures and vaginal smears. They reported a correlation 
between each hormonal variation of the sexual cycle and the psycho- 
dynamic manifestation of the sexual drive; thus, parallel to the 
hormonal cycle, there is an emotional cycle. Both together constitute 
the sexual cycle, which has four stages: ; 

I Oestrogenic phase. Active interest in the sexual partner, with 
coitus as the aim. 

2 Ovulation. Some emotional tensi 
tension is usual during hormonal change. 


on just before ovulation; such 
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3 Progesterone phase. The woman is emotionally more relaxed. 
Interest in the sexual partner is less direct and the woman is more 
concerned with her own body, so that she is more passively receptive 
to male sexual advances. She has phantasies of having a child or a 
Positive wish for a child. k 

4 Premenstrual phase. As progesterone production diminishes the 
woman becomes less loving and mature. This is the phase where 
there may be pre-menstrual tension. 


AMENORRHOEA 


Primary functional amenorrhoea 


This is simply a delayed onset of menstruation. The prognosis oe 
normal sexual development and reproductive function is good; a 
use of endocrine Preparations is inadvisable, for patients usually 
respond to reassurance, explanation and time. Where they do not, 
Psychotherapy is indicated. 


Secondary functional amenorrhoea 


A. Personality structure Two main types are seen: cond 
1 Those who are basically hysterics, showing their major conflict in 
the area of feeling and attitudes to their feminine role. 

2 Dependent clinging personalities, childlike emotionally, however 


gifted intellectually, who tend to think, ‘Who will help me?’ rather 
than, ‘How can I cope?” 


B. Precipitating stress 


1 Separation from parents, e.g. when patient leaves home for study 
or job, or separation from husband, e.g. in divorce. This tends to 
occur in the dependent type. Usually menstruation starts as the 
patient gets to know people again, 

2 Transient amenorrhoea during times of emotional stress. For 
example, this was common during the bombing of London, or after 
a fright such as attempted rape. 

3 Obesity. Treatment for obesity may succeed, but psychotherapy 
is often needed as well. 

4 Pseudocyesis. Rare. . 

5 Amenorrhoea may be an early symptom of anorexia nervosa, 

6 Amenorrhoea may be part of a tension syndrome. 

C. Amenorrhoea of organic origin can cause insecurity and fear of 
reproductive incompetence and loss of femininity. Insuch an emotional 
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environment the surgical or endocrine treatment may be hampered, 
or even thwarted at times, unless the meaning of menstruation to the 
woman concerned is explained and resolved. 


THE PREMENSTRUAL SYNDROME 


Definition and incidence 
The premenstrual syndrome covers symptoms which recur regularly 
at the same phase of each menstrual cycle, usually occurring during 
the premenstruum, but occasionally at ovulation or the beginning 
of menstruation. 


The syndrome is common among those who have previously suffered 
from toxaemia of pregnancy, among hypertensives and sufferers 
from glaucoma. The incidence is increased with the approach of the 
menopause and with increasing parity. 


Aetiology 
Originally the syndrome was thought to be due to a high oestradiol/ 
k on adrenal steroids suggests 


Progesterone ratio, but recent wor: 

there is an imbalance between the mineral-corticoids, especially 
aldosterone in relation to the aldosterone antagonists, in particular 
Progesterone, Thus at times when progesterone is required for the 
Proliferation of the endometrium there may be insufficient progester- 
One to act as an aldosterone antagonist, causing a temporary period of 
aldosterone excess. Most symptoms arise from water and sodium 
retention and are relieved by the natural diuresis which accompanies 
Menstruation. The water retention may be evidenced by weight 
gain, but not necessarily, as for example, even a very small amount of 
extra fluid can cause a rise in intra-ocular pressure and give rise to 
eye symptoms. Other symptoms may result from hypoglycaemia, 
Potassium depletion and allergic phenomena. Sexual maladjustment 


or sterility may be factors. 


Symptoms and signs 
The symptoms are of wide diversity and many occur together. The 
Onset is usually gradual, rising to a crescendo at the premenstruum 
and then ending abruptly with the onset of the full menstrual flow. 
The commonest symptom is often referred to as ‘premenstrual 
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tension’ and is manifested as a triad of lethargy, irritability and 
depression. Other symptoms include headache, backache, asthma, 
epilepsy, rhinitis, vertigo, nausea and urticaria. 


Oedema, especially of the ankles, is common. Fluctuations of weight 
and blood pressure may be noted if frequent readings are taken. 
Facial pallor and puffiness and spontaneous bruising may occur 


during the premenstruum. Pain and swelling in the breasts are both 
common. 


Diagnosis 


The only positive method of diagnosis available today is the sinp 
and inexpensive method of recording the dates of menstruation T 
the symptoms. The menstrual chart will show the recurrence ii 
symptoms always at the same phase of the menstrual cycle, usua p 
during the premenstruum, and occasionally a short attack at the 
time of ovulation. Helpful diagnostic pointers obtained during 
history taking include: 4 "i 
1 Normal painfree menstruation. Indeed so natural is ther ma 
struation that many sufferers are unable to relate menstruation i 
the relief of symptoms until it is revealed on a menstrual chart. 
But dysmenorrhoea may be preceded by anxiety about the pain, 
and so—tension. p 

2 Effect of pregnancy. Patients conceive easily and most epaien 
an exceptionally severe and prolonged attack of symptoms at the 
time of the first missed menstruation, but after the first trimester 
has passed the majority become free from symptoms and experience 
a feeling of well-being during later pregnancy. Those whose symp- 
toms do not disappear during the middle trimester are likely to 
develop toxaemia of pregnancy. 78% of cases of toxaemia develop 
premenstrual symptoms later. R 

3 Effect of childbirth. There may be a recurrence of symptoms during 
the puerperium, and puerperal depression is common among those 
who felt exceptionally fit during pregnancy. 

4 Effect of oestrogens. Oestrogens are often given for treatment of 
menstrual disorders or to suppress lactation. Patients with the pre- 
menstrual syndrome complain of nausea and vomiting with even the 
smallest doses of oestrogen. 

5 Weight fluctuations. Patients are apt to give their weight as ‘within 
half a stone’ or explain that ‘it’s never the same two days running’. 
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6 Effect of prolonged standing. The tendency to develop oedema of 
the ankles leads to difficulty when the patients are required to stand 
for long periods; patients often recognize this and avoid situations 
requiring prolonged standing. 

7 Effect of stress. All symptoms are increased in severity and duration 
at times of stress. 


Social significance 

Mild cases of the premenstrual syndrome are of relatively little 
importance, bringing only minor discomforts to sufferers. In its 
advanced forms it is of considerable social importance, for the 
spontaneous, frequent and irrational outbursts of women during 
the premenstruum have shattered the happiness of the home, and 
led to divorce and suicide, serious accidents and crimes of violence. 
Studies have shown that during the premenstruum and early men- 
struation of schoolgirls and women prisoners behaviour deteriorates, 
mental ability declines and there is an increased loss of working 
hours. A decreased resistance to bacterial and viral infections, lowered 
pain tolerance, increased allergic reactions and frequency of pyrexia 
result in over half of all admissions to medical and surgical wards 
Occurring during the premenstruum OF early menstruation. No 
woman’s medical history should be considered complete unless it 
also contains the date of the last menstrual period. 


Treatment : 
Not all cases of the premenstrual syndrome require treatment, often 


recogniti dition and simple explanation will suffice. 
Aceon ieee This is nearly always indicated in mild 


1 Symptomatic treatment. 
es os while the diagnosis is being made on the menstrual chart. 
Drugs of addiction must be avoided as treatment is likely to continue 
for years. In selecting a drug for symptomatic treatment care must 
be taken to select one in which the side effects will not aggravate any 
other symptoms that may also be present. Thus tranquillizers or 
sedatives may help the tension or irritability but they nearly always 
increase the mental and physical dullness and the accident proneness, 
of urticaria or rhinitis may serve only to 


A ti-hi . fi the relief 3 as 
nti-histamines for Jbutazone for the relief of joint pains 


increase the lethargy. Pheny!buta peter 
may increase oedema. Fluid restriction and salt limitation are helpful. 


Fluids are limited to one pint per day. Diuretics are valuable, 
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especially where there is evidence of oedema, weight gain or ab- 
dominal bloatedness. When oral diuretics, e.g. chlorothiazide, 
are used a potassium supplement is always indicated, for it is probable 
that there is already potassium depletion, as indicated by the almost 
universal lethargy which accompanies other symptoms. 

2 Hormone therapy. This is indicated where other methods of treat- 
ment have failed, and is usually needed in severe cases of premenstrual 
depression, epilepsy, asthma and migraine. Progesterone by intra- 
muscular injections in doses of Io to 100 mgms daily should be 
given during the second half of the cycle, and is almost universally 
Successful, although there is the disadvantage of frequent injections. 
When a patient has become free of symptoms on progesterone, she 
may be given a progesterone implant of 4 to 1 g implanted into the 
fat of the abdominal wall. This will usually give freedom from 
symptoms for from 3 to 18 months. Unfortunately the oral proges- 
terones donot have the aldosterone antagonistic action of progesterone 
and usually have little advantage over symptomatic and diuretic 
treatment. When used, ethisterone may be given in doses of 25-75 
mgms t.d.s., or norethisterone in doses of 5-15 mgms t.d.s. Aldo- 
sterone antagonists, e.g, spironolactone, are also useful, but still very 
expensive, and can be used in doses of 25-500 mgms daily. 

3 Psychotherapy. This may also be required as a useful adjunct, but 
in a controlled series it was found of no value when used alone. 


FUNCTIONAL DYSMENORRHOEA 
Common symptoms 
Pain, nausea, vomiting, fainting. 


Causation 


1 Ovulation Wilson and Kurzok (1938) state, ‘the presence of men- 
strual cramps without organic disease means that ovulation has 
occurred. One cannot have functional dysmenorrhoea without prior 
ovulation.’ This explains why the onset of dysmenorrhoea is usually 
from 6 to 24 months after the menarche, and the first periods are 
generally anovulatory, of the oestrogen withdrawal type. Dysmenor- 
thoea does not occur until the pituitary ovarian axis has matured 
sufficiently to achieve ovulation and the consequent production of 
progesterone. 

2 Emotional factors Intolerance of discomfort related to the flow, 
often associated with conflict over developing femininity. 
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Psychopathology 

The patient often has a domineering and aggressive mother, and 

So in contrast to cases of amenorrhoea, girls with dysmenorrhoea 

pi improve when they leave home or become emotionally indepen- 
ent. 

Sturgis (1962) describes a typical personality as one who shows a 
marked dichotomy, being able, competent and effective between 
periods, but dependent and childlike with the dysmenorrhoea. This 
dichotomy reflects the conflict over wishes to stay as the mother’s 
child, and wishes to grow into a mature woman and escape her 
domination. This conflict and some dysmenorrhoea are both common 
in adolescent girls and usually resolve with time. 

Wittkower and Wilson (1940) describe two main personality 
groups: (1) Masculine women rejecting the female role, and (2) 
Women with small juvenile faces and fragile physique, who were 
shut-in personalities, over-attached to their parents. 

O'Neill (1951) describes two clinical types of dysmenorrhoea: 
(1) Hysterical reactions to the period, and (2) dysmenorrhoea as a 
reaction to stress. 

Less common, and more refracto’ 
pleasure derived from the painful periods. 


It is important to emphasize that dysmenorrh¢ t 
understood. Moon (195°) said, and it still remains true, ‘Although 


the importance of psychogenic factors in the evaluation and treatment 


of primary dysmenorrhoea is recognized, such factors are not a 
Principal cause or even an essential feature of the condition. Severe 


and intractable dysmenorrhoea can be found among healthy and 
well-developed girls who are free from neurosis. 


ry to treatment, is a masochistic 


orrhoea is not yet fully 


Treatment 
According to these two factors it follows that there are two valid 
approaches to treatment: 


1 Suppression of ovulation : 
2 Psychotherapy to help the patient to mature as a woman and be 
capable of adequate motherhood 


MENORRHAGIA 


Blaikley (1949) who was not a psychia' 
cologist wrote that ‘the importance © 


trist but a practising gynae- 
f recognizing an underlying 
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emotional origin of menorrhagia lies first in the possibility of cure 
by appropriate advice, reassurance, or even formal psychotherapy, 
and secondly in the avoidance of unnecessary surgery—even such 
radical operations as hysterectomy may have been contemp lae 
He also reports that ‘when doing a hysterectomy on women whom a 
have thought to be a little over-emotional I have several times note 

that the uterus flushes and blanches, and flushes again. The endo- 
metrium has appeared normal, and I believe I have done hysterec- 
tomies where the cause, or at least an important aggravating factor, 
has been emotional? He comments on the relationship of fatigue 
to heavy periods. For example members of the WAAF engaged SE 
night work plotting enemy aircraft during the war complained 0 

menorrhagia, but improved with a change to day work and a le 
exacting job. Hopkins (1959) has described the management © 

psychogenic menorrhagia in general practice. 


THE MENOPAUSE 
This is described Separately (see p. 215). 
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36 Organic gynaecological conditions 
with associated psychological problems 


Certai A ates 3 3 
rtain psychological characteristics are seen in patients suffering 


= che ea conditions. Each patient’s fears and anxieties, 
ig of her relationship to other people, as well as her social 
toit Eas may all influence her attitude to treatment, and her response 
te Bie 5 particularly in gynaecology than other branches of medicine, 
intimate], er views of herself as a woman, wife and mother are 
ölte ely involved. Gynaecological operations in general are more 

n followed by psychological complications than other surgical 
Procedures. 


CONGENITAL ANOMALIES 
men who need a 


May be discovered in adolescent girls or young wo 
minor corrective surgical operation on their genitals, or have defective 


the patient may become introverted, 
hat she minds at all, saying she wants 
hormone therapy is con- 
templated some form of counselling may be needed. Whether she 
will be capable of a sexual relationship, or have children, will probably 

e too afraid to ask in a straight- 


If she becomes depressed, in accepting the physical limitations in 
1 need support, so that she can later go 
on to find satisfaction in other fields where she can still feel valued. 
The usual family tensions may be felt to be even less tolerable 
to a girl with this added handicap, SO she may need treatment from a 
Psychotherapist as well as sensitive counselling from her gynaecologist 
for her specific difficulties. 


ENDOMETRIOSIS 
Endometriosis seems to be found more among women of the 


171 


Part Five 


high socio-economic groups. As such, it has been correlated with 
delayed or deferred motherhood. The personality type is mesomorphic 
but underweight, overanxious, intelligent, egocentric and per- 
fectionist; these characteristics represent a personality pattern in 
which marriage and child-bearing are likely to be deferred and 
therefore predispose to prolonged periods of uninterrupted ovulation. 


TRICHOMONIASIS 


Evidence exists that recurrent attacks which do not respond readily 
to treatment may be correlated with emotional stress. 


NEURODERMATITIS OF THE VULVA 


This occurs predominantly in overactive, oversensitive persons, 
particularly those who suffer from psychosexual disorders; often 
severely disturbed women with marital friction, frigidity, dyspareunia, 
fear of pregnancy, who need, but respond only slowly to psycho- 
therapy (see p. 196). 


HYSTERECTOMY 


Counselling is often required before hysterectomy because there are 
many common fears about this operation, e.g. that the patient or her 
husband will no longer be able to enjoy intercourse, that she will 
become hirsute, obese or insane. Women who have not reached the 
menopause, even if they do not want more children, get reassurance 
of their femininity from their periods. 

A patient tends to rely for support on her gynaecologist. The 
psychiatrist must guard against weakening this relationship of trust 
by transferring her away from the surgeon in whose hands lies the 
decision for positive therapy. Only when the situation is made 
intolerable by neurosis should a psychiatrist intervene—of course 
with the gynaecologist’s consent. 

Patients who enjoyed masochistic pleasure from their dysmenorr- 
hoea may substitute other symptoms after hysterectomy, such as 
headache, fatigue, insomnia. 

Convalescence after hysterectomy is likely to be free of emotional 
trouble in those who are not in conflict over their femininity, 
either because they have accepted and enjoyed it fully, or because 
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they have rejected it and enjoyed other satisfactions in careers, etc. 
There is seldom loss of libido after operation for cervical cancer, but 
the patient may need reassurance from her gynaecologist on this. 
But disturbed convalescence was found more often by Sturgis among 
those married women with children who were not so interested in 
their husbands and children as people, but whose lives revolved 
almost exclusively around their own menstruation and potentiality 
for having more babies. - 

In these and other psychologically disturbed women hysterectomy 
may be followed by depressive reactions requiring treatment. 


(Ackner, 1960; Barker, 1968). 


PROLAPSE 


Sudden depressive or hysterical reactio 
operations for prolapse in patients with 
sonalities. ` 


ns have been seen after 
previously disturbed per- 


TERMINATION OF PREGNANCY AND 
STERILIZATION 


These are considered later. See Section 62 (p. 274) and 63 (p. 278). 


INFERTILITY 
This is described separately (see p. 1 89). 


HABITUAL ABORTION 
The causes of this are not yet properly understood but it is commonly 
held that emotional stress and sudden fright may sometimes play a 
part in bringing on a spontaneous abortion. An interesting animal 
experiment by Yaron et al. (1964) showed that female hamsters 
who, instead of having been handled gently in their own infancy had 
been handled with forceps only, had a much higher rate of abortions 
later on, than females who had received gentle handling when they 
were young, and in general they behaved more aggressively when 
grown up. Although one cannot, of course, draw firm conclusions 
on human behaviour from observations 1n animals, these findings 
lend some support to the theory that psychological factors, perhaps 
related to their own personality development and consequent 
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physiological changes may play some part in habitual abortion in 
humans. 
In any case, in treatment of women prone to spontaneous abortion 
the relationship between the patient and the obstetrician is especially 
important. The patient needs much reassurance and encouragement, 
and an opportunity to express her fears to the obstetrician so that 
she feels that he knows her particular problems. Attendance at 
ante-natal classes helps and only when the patient does not settle 
under such a regime is a psychiatrist required during pregnancy. 
Psychotherapy may be indicated at other times, especially as women 
are likely to get anxious and depressed after repeated miscarriages. 
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37 Infancy and childhood 


The definition of behaviour disorders varies in different dictionaries 
and textbooks of psychiatry, reflecting the fact that this term is used 
very loosely to describe abnormalities of conduct occurring in children 
and thought to be due to environmental rather than organic causes. 


PRIMARY BEHAVIOUR DISORDER 


The pattern of behaviour described as abnormal is usually one which 
at an earlier stage of the child’s life has occurred as a normal phase of 
his physical or emotional development. Thus the soiling and wetting 
that are an integral part of infancy, the temper tantrums which 
begin around eighteen months, and the need of the young child to 
be near his mother for much of the time he is awake, are all examples 
of normal behaviour. But if such behaviour persists until the child 
is well beyond the stage when he could normally be expected to have 
‘grown out of it’ then it must be regarded as abnormal and should 
be investigated. 

Such persistence of a behaviour pattern beyond the age at which it 
is appropriate can be referred to as a primary behaviour disorder. 


SECONDARY BEHAVIOUR DISORDER 


I A child who has hitherto developed normally may, under strain, 
regress to a more infantile stage of development. Such regression 
will be seen in all children who are ill, but in most cases the children 
revert to their previous behaviour when they recover from the illness. 
However, some children subjected to severe trauma, e.g. a young 
child separated from his mother or mother-substitute for a long time, 
may regress to a more infantile stage and this regression will persist— 
indeed it may become more apparent when the child returns to his 
mother. 

Regression of this kind appearing in a child who has previously 
developed normally can be referred to as a secondary behaviour disorder, 
2 This term is also used to describe emotional disturbances, other 
than autism, superimposed upon the difficulties of mental or physical 
handicap in children. 
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At present we do not know enough to understand why one child 
will succumb to a particular stress while another exposed to apparently 
similar stress will seem to develop unharmed. Also, while it is evident 
that from very early infancy individual babies show differing patterns 
of responsiveness and activity, we are not able to assess whether 
these differences are due to hereditary or environmental causes. 
However, there is a large body of knowledge acquired from very 
different fields which demonstrates that, given a suitable environ- 
ment, the healthy child will develop emotionally, physically, socially 
and intellectually in a manner which is predictable in broad outline, 
though the details will vary in each individual. p 
~ For the very young infant such an environment is usually provided 
by his parents, particularly his mother who lovingly supports his 
complete dependence. As the baby grows older he becomes able to 
see himself as an individual Separate from his mother. His world 
widens to include his father and other members of his immediate 
family. Still later, he becomes aware of the people outside his family 
circle. At each stage of his development his parents respond to his 
changing needs, encouraging his independence, helping him to 
tolerate frustration, while sheltering him from stresses which are 
beyond his strength, ; 
` This presupposes that the child’s parents are secure enough in their 
relationship with him, and with each other, to support his total depen- 
dence in infancy and then to help him grow into independence with- 
out holding himin an infantile relationship to satisfy their own needs. 
In every family, tensions occur at times as a result of the changing 
needs of the members or from Pressures outside the family. The 
family equilibrium becomes upset—each member feels varying 
degrees of discomfort and tries to adapt his behaviour in an effort to 
restore the equilibrium and relieve the discomfort. The experience of 
dealing successfully with such situations is a part of every family’s 
story and forms an important and necessary experience for all its 
members. Sometimes, however, the family are unable to adapt their 
behaviour successfully. The discomfort persists and increases until 
they may be forced to seek help from outside. Children who are 
members of families in this Stage are often the first to show signs 
of disturbed behaviour, and persistent complaints of a child’s 
difficult behaviour at home or at school may be an early signal of his 
family’s difficulties. While every family differs in its ability to cope 
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with stress, there are some situations which very commonly cause 

difficulties. 

1 (a) The parents of a handicapped child may not recognize or, 
more commonly, be unable to accept the fact that he is unable 
to learn as fast as his peers. The pressure on the child will add 
to his difficulties and he may well show signs of disturbed 
behaviour as a result (see p. 183). 

(b) If a young child’s parents do not appreciate the effect that 
a prolonged separation from his mother will have on him, 
they may be bewildered by his disturbed behaviour when they 
are re-united and be unable to give him the support he needs. 

2 Emotional difficulties may exist between the parents themselves, 

though this may not be apparent when they are first seen, and 

appear to be complaining about the child. 

3 Social pressures—poverty, poor housing, or the difficulties of 

adapting to an unfamiliar culture may combine with other factors to 

disrupt the relationships in families who might have coped under more 
favourable circumstances. Similarly the widowed or unmarried mother 
faces great difficulties when she has to bring up her children unaided. 


DIAGNOSIS ‘ 

When parents decide to seek outside advice about their children’s 
difficulties, they often turn to the family doctor or the doctor at the 
Welfare Clinic, among others. Many parents can give a fairly clear 
account of what is worrying them, but for some the fear that their 
child will be found abnormal, or that they will be harshly judged to 
be ‘failed parents’, prevents them from voicing their worries openly. 
If parents—commonly the mother—repeatedly bring a child to the 
doctor with complaints of a wide variety of physical symptoms and 
are not reassured when investigations prove these fears to be un- 
founded, then the doctor should try to pick up from their remarks a 
clue to their real anxieties and help them to express these. 


History 

He will then need to take a detailed history covering details of the 
mother’s pregnancy and delivery, of the child’s social and physical 
development and of any illnesses or separations. He should enquire 
about other children in the family, their ages and state of health and 
gather what he can about the parents’ health, work, social and 
cultural background, housing conditions, and the part played by 
grandparents or others in the life of the family. 
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Traditionally, the mother brings the children to see the doctor. 
But when the latter is consulted about behaviour disorders in a child, 
he is wise to try and see the father also, preferably with the rest of the 
family, so that in addition to hearing the history from both parents, 


he can observe how they behave towards each other and towards 
their children. 


Examination 


In addition to a routine physical examination, the doctor should 
test the child’s vision and hearing and assess whether he has achieved 
the appropriate physical and social milestones. 

rganic causes for the child’s disturbance must be excluded—for 
instance his enuresis may be due to frequency caused by a urinary 
infection, or his tantrums to the frustration resulting from partial 
deafness, etc. 

If no physical cause can be found for the child’s behaviour disorder 
and the doctor decides that the family need psychiatric help, he 
should explain the diagnostic procedure which they will encounter 
at a child guidance clinic. There the child will be seen for psycho- 
logical testing, and will also be seen by a psychiatrist while the parents 
see a psychiatric social worker, In some centres, however, if the child 
is felt to be old enough to discuss his difficulties, the psychiatrist 
and psychiatric social worker may first see the parents and chil 
together, later Separating for individual interviews. At the end of the 
diagnostic interviews the parents with or without the child will meet 
the psychiatrist, psychiatric social worker and psychologist to discuss 
their findings and their recommendations for treatment. 


TREATMENT 


1 Psychotherapy. This is based on the principles of psychopathology 
and psychodynamics—(pp. 15 and 223)—and the techniques used will 
vary with the age of the child. The young child expresses his feelings 
best by playing with toys, sand or water provided, while the older 
child may play or may prefer to talk. In either case the child conveys 
how he perceives himself and the people around him, including the 
Psychiatrist. The psychiatrist makes use of this information and of the 
relationship between the child and himself, to help the child re- 
experience his earlier difficulties and work through them to a more 
realistic conclusion. 

Commonly the child will be seen once a week while one or both 
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parents are seen by a psychiatric social worker. In some centres 
children who need more intensive treatment can be seen daily. 

2 Family therapy. This involves treating parents and older children 
together. This technique was first developed for treating schizo- 
phrenic children and their families and some clinics are experimenting 
with its application to families with children suffering from behaviour 
disorders (Howells, 1968). 

3 Behaviour therapy. This depends on conditioning the child to behave 
in an appropriate fashion. The alarm bell apparatus which wakes the 
€nuretic child when he begins to pass water is an example of this 
technique. 

4 Drugs. Tofranil is currently popular for the treatment of nocturnal 
enuresis (see below). 

Sedatives may be useful for young children who are wakeful at 
night, the rationale being that if the parents can get some sleep they 
will be less irritable, and better able to meet the child’s needs during 
the day. Antihistamines such as phenergan are safe sedatives and can 
be given in doses of 5-25 mgm according to the age and size of the 
child, They should only be prescribed for 3-4 nights at a time as 
they are likely to become ineffective over longer periods. 

Apart from these examples, drugs play little part in the treatment 
of behaviour disorders. 


PREVENTION 


This aims at avoiding or modifying situations which are liable to 
disrupt the relationships within a family and cause emotional 
disturbance in the children. 

Perhaps the best known example is the change in the management 
of young children admitted to hospital which followed the publication 
of the findings of Bowlby and Robertson. These changes make it 
Possible for mothers of young children to stay with their children in 
hospital, or, where this is not possible, to be with their children 
during the day (see p. 21). : k i 

Counselling of the parents of handicapped children aims at helping 
them to adapt their expectations to the child’s limited abilities and to 
come to terms with their own feelings about the child. The counsellor 
will also ensure that the family receive whatever practical help is 
available. 

The family or welfare clinic doctor who sees the family regularly 
is in a very favourable position to help parents who are having 
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difficulties in the management of their children. If, at an early stage, 
the doctor is Prepared to give the time to let these parents talk about 
their difficulties and to help them understand the pattern of their 
child’s development he will find that many of them will be able to 
adapt to more appropriate behaviour. f 

At present one can only speculate about the long-term effect a 
such help in averting a more serious disruption of the family’s 


relationships but this would seem to be a fruitful field for 
investigation. 


L ENURESIS 


This is a common condition, previously often considered to be E 
to some physical defect, e.g. spina bifida occulta. It is now regar i 
as largely psychological; if secondary, that is when a child w : 
has been dry becomes wet, it is generally due to factors which prom 
anxiety in him, such as separation from the mother—or from a 
affection; a situation which, ironically, the symptom itself may a 
make worse. Werry (1967) has given an excellent review. MacKeit 
(1968) considers it often due to an interference with learning at 4 
Sensitive period. : te 
Other, primary, causes may be due to delayed maturation of 

nervous system, and Hallgren (19 59) showed a much greater frequency 
in both identical twins than in non-identical ones. 


Treatment 


This is an excellent example of the value of a combination of the 
points listed above. 

Having ruled out physical causes for the complaint the doctor 
should see the child regularly to discuss his progress. The child can 
be asked to keep a chart on which the nights when he is dry an 
marked with a star, he can set his own alarm clock to wake him a 
night and he can be encouraged to hold his water for increasingly 
long periods in the day. 

At the same time the child’s parents can be helped to understand 
his difficulty and support him in his efforts. Such counselling should 
be tried in these cases before resorting to drugs or the buzzer, 4 

is instrument is an example of behaviour therapy (v.s.) and if 
the parents are co-operative and provide encouragement and re- 
assurance, it is often successful. 
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Tofranil is currently popular for the treatment of nocturnal 
enuresis. There is a considerable success rate while the drug is 
taken but a high relapse rate when it is discontinued. It can be 
given in doses of 25 mgm nightly for children of eight years and 
increased to 50 mgm for older children. It should not be used when 
there is any history of convulsions. 
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38 School problems 


child spends a major portion of his 


life in school, and many of the problems of personal, social and 
cultural adaptation will necessarily present in a school setting. 
School can be considered as a microcosm of society in which a child 
tests or develops his ability to adapt to social necessities, to face 
frustrations and to achieve social satisfaction. At 5 years, a child is 
expected to relinquish many of the satisfactions of babyhood and 
in particular to begin to loosen the close links with, and dependence 
on, his parents. At school he must share his teacher’s attention with 
20 or 30 other children and learn to accept the rules of group living. 
If his early experiences in the family have provided him with adequate 
Security he will regard new situations optimistically as sources of new 
satisfaction, If on the other hand his experiences have left him 
insecure, new situations will appear to him as a threat to what 
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security he has, rather than as an Opportunity to achieve more 
sophisticated and more mature satisfactions. 


SCHOOL ENTRY 


The situation introduced above is apparent in its purest form at 
school entry. Although tears are traditional on the first day, this 
Separation anxiety soon settles in most children, as the advantages 
of the new situation begin to outweigh the frustrations. In a few, 
however, the tears continue, the child withdraws, making little 
contact with other children or the teacher, or he clings to the teacher 
claiming exclusive attention. There is of course a continuum between 
the child who is out of things for a while and the child who remains 
in a separation panic state. A 
In severe cases, the family must be investigated and help given, in 
Particular to the mother who may herself be in a state of separation 
anxiety. At this age, and when mother-child symbiosis is intense, 
help can best be given to the child through his mother, by supporting 
her. Although the school entry hurdle is usually cleared, the same 
problem can recur when children move from junior to secondary 
school or under some other Stress. (See School refusal, below). 


LEARNING DIFFICULTIES 


Children may be referred at any age, but more especially about the 
ages of 7, 8, or 9 (according to school and family standards) when 
it is becoming clear that they are not mastering the basic subjects, 
especially reading and writing, which are essential for further 
Progress, 

Psychological assessment may indicate inferior intelligence, for 
instance an IQ between 60 and 80. It should be remembered that 
low intelligence affecting scholastic achievement may be masked by 
reasonably good social and practical competence and sometimes by 
denial and pressure of the child’s parents. Remedial teaching can, 
be organized in borderline cases, and below an IQ of 7o special 
ESN schooling offers the child the opportunity of progressing at the 
slower pace more suited to his possibilities. 

In many cases however the child is clearly of average or even high 
intelligence. Physical handicaps may be responsible, such as hearing 
and visual defect, or more discrete mid-brain damage affecting, for 
instance, spatial orientation. A detailed history often reveals distur- 
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bances in essential learning areas during the pre-school period which 
may produce difficulties in communication and motivation for 
learning. Motivation is an important factor and may be at a low 
level. A child may react negatively to competitive situations and 
respond to failure by withdrawal. The social and educational standards 
of the family may offer little support for a child’s scholastic efforts. 
Cultural and linguistic differences in immigrant families can also 
Present problems. 

Dyslexia is a specific disability in writing and reading, with letter 
reversals, associated with uncertain cerebral dominance expressed 
for instance by crossed laterality, and, in some cases with a mild 
degree of paresis. Environmental factors are frequently involved 
and require investigation and consideration in treating the 
condition. 

Treatment consists of correction, where possible, of physical 
handicaps, remedial teaching, welfare help for the family; and 
Psychotherapy when learning is inhibited by a complex personality 
disturbance. 


BEHAVIOUR PROBLEMS AT SCHOOL 


Aggressive, uncontrolled behaviour (or stealing) disrupting the 
school group may be reported by the school, though it may pass 
unnoticed or not exist in the home. In very rare cases a neurological 
disturbance is involved but most often the problem requires to be 
traced back to its origin in the family environment. The child has not 
been able to adapt socially and obtain acceptable social satisfaction. 
Discipline at home may be so rigid and ubiquitous that the child has 
no experience or understanding of social rules which develop 
spontaneously among his peers in the school group. On the other 
hand the deprived child may have developed an understandable 
philosophy of getting what he can, when he can. 

Treatment consists of counselling, psychotherapy and/or welfare 
help. In some cases placement in boarding school is advisable and if 
the disturbance is severe, special schools for maladjusted children 


alone are equipped to tolerate antisocial behaviour. 


TRUANCY 
This is now rare, as schools begin to provide scope for a wider 
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range of abilities and interests. The children involved are often of 
dull intelligence and come from poor social backgrounds. They are 
absent only occasionally and tend to play in streets and parks, or go to 
cinemas rather than stay at home. This should be distinguished from 
refusal to go to school. 


SCHOOL REFUSAL 


Although the emphasis is put at first on the school situation, this 1s 
almost invariably a deeper problem involving the home. a 
or physical timidity or fear of a particular teacher, often associate 
with physical symptoms such as headaches or recurrent inte 
are presented as the cause of the disturbance. Although these nee 
to be taken into account the real problem is that the child does not 39 
much avoid school, as cling to the parents, usually to moa 
illness in the family may trigger off fears about the parents’ heal A 
or safety. Treatment consists of counselling and psychotherapy vit 
the child, and usually the mother, to remedy the disturbance in mes 
relationship. It is important also to help the child get quickly bac 1 
to school, or to an alternative establishment such as small tutoria 
groups. 


DIFFICULTIES AT PUBERTY 


The approach of puberty reawakens unsolved problems of the 
intensely emotional pre-school period, and often produces a ae 
at school. Difficulties in study, rebellious disruptive behaviour, an 
indiscreet sexual activities may present at this period and may 
continue throughout adolescence. It is possible for personality 
disturbances such as hysterical and obsessional patterns to take on 
the characteristics of major neurotic disorders. At this stage help 
in dealing with anxiety is very valuable as it may prevent hardening 
of these neurotic defences against it. Early signs of schizophrenic 
breakdown must also be watched for. 

In all cases, good relationships with schools, and education and 
welfare authorities, are essential and direct contact with the schools 
through the clinic’s psychologist will smooth many difficulties and 
avoid many misunderstandings. 

Disorders of Menstruation are described in Section 35. 
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NORMAL ADOLESCENT DEVELOPMENT 


(Adolescence can be defined as that period between childhood and 
adulthood which is marked by the physical and emotional changes 
associated with puberty and the gradual development of an inde- 
pendent personality) It begins somewhere between the ages of 12 
and 14 and ends at about the age of 20. 

Until quite recently the attitude prevailed that adolescence is a 
period of upheaval in the person’s life, that it is of trouble to the 
person himself and to his environment, and that it is a relief to 
everybody when it has passed and the person has become ‘mature’. 
But, as we learn more about adolescence as a period of physical, 
psychological and. social development, we see that this period is 
crucial in the person’s whole emotional development, and that what 
occurs during adolescence is valuable in its own right and affects 
the person’s future mental health and social relationships. 

Every adolescent experiences psychological stress at some period. 
It is possible, at the same time, to isolate some common areas which 
are of special importance in affecting the adolescent’s behaviour and 
where major changes must take place if the person is to develop 
towards ‘psychological maturity’. 

The three areas of major changes are:. 

Jı His relationship to his parents. By this is meant the ability during 
this period to change from dependence on the parents to greater 
emotional independence. The adolescent should learn to formulate 
and accept his thoughts and feelings as his own and to become less 
dependent on how his parents may react. This can be formulated as 
follows: Is the adolescent able to separate emotionally from the 
parents, even if this means that his parents may not approve of his 
way of going about it? 

2 His relationship to his contemporaries. This refers to the adolescent’s 
need to find and choose other adolescents as friends whose demands 
and expectations of themselves are no longer the demands of child- 
hood and who encourage the adolescent towards adulthood. 

3 The view which the adolescent has of himself as a physically mature 
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person. Included in this is the adolescent’s acceptance of himself as a 
masculine or feminine person, capable of functioning sexually, as 
well as his ability to change his picture of himself from that of a 
child who was mainly in the care of his parents to becoming some- 
body who feels that he is the owner of his body with the right to 
choose and be responsible for his own actions. 


PSYCHIATRIC ILLNESS IN ADOLESCENCE 
Minor symptoms 

There are quite a number of young people who experience some 
Stresses in one or more of these areas. Sometimes this stress is only 
temporary, but there are times when it is a sign of more serious 
psychological trouble and when the formula ‘you will grow out of ut 
is completely meaningless. Often these difficulties are not entirely 
new but have in some form existed since childhood and have become 
more noticeable and troublesome as the result of the changes the 
adolescent has to deal with, causing him some degree of anxiety oF 
depression or both. The adolescent may begin to feel more isolated, 
more worried about how he is developing physically and emotionally : 
It is as if the solutions which the child was able to call upon, especially 
from parents, are no longer of much use when he reaches adolescence, 
and trouble spots become more difficult to conceal. f 

It is very important to note if the adolescent is failing in any © 
the areas mentioned, partly because help given to adolescents at this, 
Stage can prevent more serious illness later on, and _ partly because 
the person is at a point in his life when major decisions which-will 
affect his whole future life, have to be taken, especially with regard 


>z to education, work, the family and sexual behaviour. 


Sexual problems 


1 Masturbation guilt. Masturbation only constitutes a problem if it 
is associated with” excessive conflict, guilt or anxiety. We are now 2 
long way from the mistaken view that masturbation must not take 
Place because it is wrong. We know that it is a normal activity which 
teaches its height during adolescence. In fact, masturbation con- 
tributes to normal psychological development in that it gives the 
person the opportunity to experience sexual feelings within the 
temporary safety of his fantasies and thoughts. But at the same time 
we know that some adolescents, usually those who are also disturbed 
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in other areas, experience extreme guilt and shame, or even feel that 
they are harming their bodies and brain. Sometimes reassurance 
can be of help to such adolescents provided, of course, that one has 
made it as easy as possible for them to mention their problem; but 
in those in whom this is only one aspect of a wider disturbance, 
more formal psychotherapeutic help may be necessary. 

2 Homosexuality. Again, a period during which adolescent boys and 
girls experience love and sexual feelings towards members of their 
own sex, is almost universal and constitutes a normal phase of 
development. Sometimes, however, it causes them undue guilt, 
anxiety or depression, particularly if they fear that they may remain 
homosexual, or if they are subjected to an attitude of strong dis- 
approval or even punishment, e.g. at school. In such cases reassurance 
may help to allay their fears but in some cases more formal psycho- 
therapy may be needed, especially if there is an undue amount of 
guilt and depression. On the whole the less guilty the adolescent is, 
the sooner are heterosexual interests likely to appear. 


| Identity crisis of adolescence 
This is the commonest form of psychiatric illness in adolescents and 
it may present in many different ways. It has been described in 
detail by Erikson (1956, 1958). As the result of the changes the 
adolescent is undergoing, he may feel lost in almost all aspects of his 
existence and be unable to develop an identity of his own. Neither 
child nor adult; torn by the desire to rebel against and, indeed to, ‘a 


TRE . 3 inward 
invite the parents’ disapproval and yet to retain their sympathy; 


unsure of his sexual role and often troubled by sexual guilt; without 
any ideas about his plans for work or career in the future, and often 
disillusioned by his present occupation, if any, perhaps at school or 
university; afraid of close relationships and involvement and yet 
lonely in his isolation, he may break down more or less completely. 
Such a breakdown may take on many forms. If he is fortunate 
enough to know whom to go to for help, and if he can overcome his 
reluctance to do so early on, he may present himself with one or 
more of these problems, e.g. his difficulty in deciding on a career, 
before he is seriously ill. Or he may present with depression, some- 
times partly concealed, or so severe that he may have made a suicidal 
attempt; occasionally these are successful. And again, he may develop 
symptoms of acute anxiety, hysterical or obsessional symptoms; or 
he may develop a psychosomatic disorder, e.g. a duodenal ulcer, 
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migraine or asthma, or less clearly defined physical symptoms which 
hide the underlying emotional disturbance. Occasionally he ae 
appear completely withdrawn, or alternatively, in a state of acu if 
excitement, confused, disorientated and unable to express himse 
coherently so that it may be difficult to distinguish between a ave? 
but temporary adolescent crisis and a schizophrenic illness. Obssrvās 
tion over a period of time may be the only way of reaching a decisinn 
Lastly, the disorder may not have led to illness or suffering on d 
part of the adolescent himself but instead he may have develope 
a severe behaviour disturbance so that he causes distress or me 
danger to others, for example his parents; he may then be pees, 
to his doctor or a psychiatrist, against his will, by parents, SCi ie 
authorities or the courts. Aggressive; violent and delinquent behavio 
or drug taking are the commonest forms. ay 
It willbe seen that psychiatric illness during adolescence A 
take on almost any of the known forms but in practice it is ofte: t 
more useful to regard these as symptoms of disturbed adolescen 
development than to search for an appropriate diagnostic label. 8) 
Anorexia nervosa in adolescent girls is dealt with separately (p. 148)- 


MANAGEMENT 
Psychotherapy 


Adolescents often resist the idea that they might need psychotheyani 
on account of their mistrust and unwillingness to reveal their ove 
to anyone else, especially someone belonging to the generanon s 
their parents. In fact, sometimes, they have to be allowed to ffs d 
their own solutions. If they are not too seriously ill, a so-ca a 
psycho-social moratorium, i.e. a period in which they are left 3 
themselves, may be the best way for them to solve their own probie 
and to develop an identity of their own. However, others do meg 

regular psychotherapy and once they see that the therapist is os 
their side, and that instead of imposing his own views on them, 

s there to listen and to understand their problems, they often form 
a useful psychotherapeutic relationship with him. 

Work with the parents may be necessary, too, if only to help them, 
but it is often better for them to be seen by a psychiatric social 
worker or someone else who can make the parents understand their 
son’s or daughter’s problems better; otherwise the adolescent may 
begin to suspect that his therapist, if he sees his Parents as well, 
may betray his confidence or even side with them against him. 
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Drugs 
These may be necessary in addition to psychotherapy if the patient 
is seriously depressed, anxious or shows signs of frank psychotic or 
borderline schizophrenic symptoms; the choice of drug will largely 
depend on the nature of the symptoms. 


In-patient treatment 


This may occasionally be the only way of handling a severe adolescent 
illness or behaviour disturbance, e.g. if the adolescent is suicidal, 
tries to mutilate himself, is so aggressive that he tries to damage 
others or is smashing windows, or if he is going through a psychotic 
episode. Such adolescents are best treated in special units for 
adolescents with staff who are used to working with them. 
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4o Marriage 


From a psychological point of view marriage can be regarded as a 
step in normal psychological development towards maturity and 
adulthood. 7 8 

This does not imply that it is necessarily a sign of abnormality 
not to be married, but marriage itself implies the taking over of the 
roles and responsibilities which up to then and since childhood have 
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been felt to be the exclusive right of one’s parents and the whole 
‘adult’ world. All the earlier conflicts in regard to one’s own parents 
will be tested in relation to having to assume these roles. At the same 
time the sexual relationship within marriage may lead to anxieties 
about one’s sexual normality. For a woman her fears about being 
normal and feminine—for a man his masculine potency. These two 
aspects can easily get into conflict, as can be seen superficially by 
symptomatic arguments between marriage partners as to how the 
responsibilities of running a home and family should be shared 
between the partners. A wife may feel rejected and devalued if her 
husband doesn’t help with the housework; the husband may feel 1t 
as a demand for submission and infringement on his masculinity 
to accede to any demands for help—and so on. Because marriage 
implies dependency of each partner on the other for satisfaction 
of sexual and emotional needs, very real and deep anxiety can be 
aroused within the relationship by one partner in the other. 

One person may feel very anxious in the situation of feeling 
dependent on anyone for his needs which activates memories of pis 
experiences as a child when he was similarly dependent on 1a 
mother to satisfy his needs. This could, for instance, lead to fear © 
uncontrollable anger at any sign of possible frustration. om 
may deal with this same anxiety by choosing a partner who wil 
seem to be dependent on them so that they feel the stronger of the 
two; and this domination may arouse resentment. The possible 
combinations are endless. 

But in general, feelings of emotional and sexual dependence lead 
towards regression within the relationship, i.e. the feeling of becoming 
a child in relation to one’s partner is present more in a marriage 
relationship than in most others. The degree of anxiety about oneself 
is related to the need a person has for reassurance and will be the 
measure of the demand which is made on the other partner to supply 
this reassurance. The anxiety may be mostly on a sexual level, i.e- 
‘Am I satisfactory in my sexual role? The conflict aroused may be 
due to the ideals of sexual behaviour that have been set up in the 
person themselves—e.g. sexual intercourse is only allowable at cer- 
tain times or in certain places or in a certain manner, in order for 
that person to feel that it is ‘normal’ behaviour, and the suggestion 
or wish to break these rules is disturbing. Sexual failures easily occur 
(see p. 194). 

These same conflicts may be expressed mainly through arguments, 
e.g. about money. The wife who criticizes her husband for not 
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earning enough may be expressing anxiety about her husband’s 
masculinity, or a wife’s anxiety to earn some money of her own may 
be the expression of her anxiety at feeling dependent for all her needs 
on her husband. 

Most couples normally find ways of arranging their lives in such 
a way as to deal with these anxieties without help: but some fail to 
do so, and indulge in constant quarrelling about roles or money. 
Children and their upbringing or behaviour may be another source 
of argument and any serious problems there, violence towards a 
child by either parent for instance, should be viewed as a symptom 
of trouble in the whole marriage. All this is particularly likely if the 
partners have chosen each other on a neurotic basis; e.g. a woman who 
after a childhood of emotional deprivation is still looking for a mother 
and therefore marries a gentle, maternal, somewhat effeminate 
man may later on perhaps, after she had her first child, wish that 
her husband were more potent and masculine. Under such circum- 
stances she may begin to resent him and accuse him of weakness 
which may give rise to disagreements and rows as described. 

When one speaks of the need for toleration of one partner by the 
other, one is referring to the fact that every person has parts of him 
or herself that he feels ashamed of and feels are either signs of 
abnormality or of childishness. In marriage reassurance is sought 
that these parts of oneself are accepted by the other partner and that 
one is still loved and not rejected or despised because of them. 
In marriage we seek to recreate the ideal situation of the mother 
who loves her child and accepts it despite its ‘naughtiness’, but at 
the same time all the old childhood fears of not being loved or of 
being rejected are recreated in the relationship. If frustrated by the 
other, each partner may project onto the other one the image of the 
original frustrating parent, with the result that the partners will make 
ever increasing demands on each other leading to further frustration 
and mutual resentment and estrangement. They may often also 
Project aspects of their own personalities on the other one and then 
accuse him or her on account of attitudes and behaviour which they 
dislike in themselves. ee. 

Temperamental difficulties and frustration in sex may thus lead 
to emotional tension in many areas; it may be focused on the children, 
the in-laws, the husband’s job, the wife’s career or hobbies, or 
another partner for either. 

But this must not obscure the fact that some of these are real 
irritants in their own right. Children may provoke a split between 
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ild’s 
their parents. Elsewhere we have seen the pobleg of eee: 
unresolved Oedipal rivalry. What of the father’s jea im be 
of his son’s power over or attraction to mother? What a the 
fear of being surpassed by a beautiful young nape asd 

The presence of a possessive or dominating mot cle omer 
wreck a marriage from the start; to need to care for el : a 7 ne 
produces anxiety and guilt—even if, perhaps more i eke 
don’t make obvious demands, but suffer in lonely silence. nie, 
conditions, even in a civilized city, are often still ee a 
be further complicated by too many children to cope ys . cee 

Many jobs make demands which make the wife ji: Tn 
husband is married to the job—and medicine is one o E 
career for the wife may satisfy part of her, but deprives be sd aan 
of the satisfactions of running a happy home and family; ae 
women, particularly those who had a satisfying career before a a 
married suffer from a conflict between wanting to be a ie = 
mother and wanting a career of their own. This may lead daak 
of the husband’s greater freedom, a tendency to criticize i apts 
him, and this in turn may make him angry and resentfu 
wife. ae 

Apart from all these, there are differences of temperament, a 
and dislikes on minor matters which make living together a hee ait 
of patience and skill; solid affection from the start could sare 
but many Partners don’t start with solid affection, but with P Some 
and this may not last, nor does it always lead on to patience. 


: f than 
partners of course have started without either, less now 
formerly. 


Further, one or other or both 


j her 
with lack of knowledge, inhibition or fear of sexuality; on the ot 
hand a partner may function well in a 


here 
ecomes a status symbol. However unless ees 
are serious underlying Problems, most couples overcome 


ic 
difficulties by themselves, or with only the help of a sympatheti 
friend, 
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TREATMENT 


Patients with marital problems sometimes come to their GP for 
help; sometimes they are prepared to state their troubles openly, 
if one-sidedly; more often they make an excuse to seek advice on 
some other less embarrassing subject, and then hesitantly broach 
the problem, if the GP gives them time and encouragement to do so. 
He must, therefore, be alive to this approach. Some patients of course 
are unaware of their true feelings towards their partner, and the 
indications they give will be more evident to the doctor than to 
themselves—though they may be obvious to the partner. Sometimes 
the patient will present with psychological or psychosomatic symp- 
toms which are due to marital tension even though the patient may 
be unaware of this. 

If the doctor is a close friend of either, he is less likely to receive 
their confidence than if he simply has a professional relationship ; 
each partner appears to need to feel that the doctor is impersonal, 
but warmly sympathetic; utterly experienced in every sort of emotional 
or sexual depravity, but beyond reproach in his personal life; able 
to sense what is meant when it is not said, and to forget it when it 
wasn’t meant—all with no sense of incongruity! ' , 

Much can often be done by the GP in allowing the two to regain 
their adjustment and get out of the vicious circles of antagonism 
which have arisen, by sympathetic listening—and by being most 
careful to avoid taking sides. He may go so far as to use counselling 
techniques or to see husband and wife together. But he must avoid 
advice to precipitate action; he must remember that changes often 
Occur in his patients’ attitudes, after they have left him, if he has 
done his job well, and that they may then get on better terms again. 
Occasionally they use him as an umpire to see that the other observes 
the rules: but this at least means their conflict has become more of a 


game, and less of a war. 

Many marital problems, however, 
Conflicts in one or both partners an 
opportunities exist for psychotherapy singly, 
clinics. 


arise from deeper personality 
d need psychiatric help, and 
or as a pair, at a few 
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41 Impotence and frigidity 


/ IMPOTENCE 
Definition 


The inability in the male to perform sexual intercourse with orgasm 
and full emotional satisfaction. It may be total, or, more usually, 
intermittent. It may present as 
I A total lack of sexual desire. A i 
2 An inability to obtain an erection even though desire is ae aa 
3 An inability to maintain an erection (‘the soft half-inch in ti 
jp? middle’). 
4 Premature ejaculation. 
5 An inability to ejaculate. 


6 An absence of full emotional satisfaction from the intercourse. 


Incidence 


P z a TH 
It is found very often in men of advanced age (50% in males ove 
75—Kinsey) but there is great individual variation. 


Aetiology 


The disturbance is nearly always emotional in origin but rarely 
may be associated with some endocrine abnormality, e.g. hypo- 
pituitarism or diabetes, a neurological disorder. or severe Systeme 
disease. The Majority of impotent males suffer from some form a 
anxiety state but impotence may be an early symptom _ of a sever 
mental illness, e.g. depression, schizophrenia, organic psychosis, 
drug addiction, alcoholism. zi 
This anxiety state is often aroused after the first attempt at sen 
intercourse, when excessive sexual excitement or anxiety about | ; 
unknown may lead to failure; this then causes additional anxiety 
about failure at subsequent attempts and the setting up of a vicious 
circle of failures. Fears of contacting venereal disease, of pregnancy; > 
o being too aggressive, or even of the possibility of being impotent, 
may all affect performance. Feelings of excessive respect, or of 
disgust for the female, may also lead to failure. It is often observed 
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that a husband is impotent with his wife, whom he respects, and yet 
is potent in “extramarital relationships with women he despises. 
Impotence is often only a temporary phenomenon, due to fatigue or 
unsuitable circumstances for making love or the wrong sexual partner. 
It should be noted that an insatiable sexual appetite in the male 
may often be due to his incapacity to achieve full orgastic satisfaction 
in intercourse. ’ 
Common psychodynamic factors involved in this condition are 
1 An unconscious incestuous fixation on mother or sister with 
associated anxieties and guilts which have not been surmounted. 
2 Castration phantasies and fear of women, which may lead to 
preference for male company and the adoption of a passive, feminine 
attitude and conscious or unconscious homosexual fixation. 
3 Unconscious confusion of semen with urine and faeces. 
4 Excessive self-love and self-regard which makes for an inability 
to love another person. 
5 It may be a symptom of a general lack of assertiveness in an 
inadequate personality. 


j 


, 
Treatment i 


1 In mild cases, it may be sufficient for the patient to have discussion 
with his doctor about his anxieties and ideas about sexual intercourse 
and receive education on these topics if he is ignorant or has erroneous 
ideas. However ‘ignorance’ is often used as an unconscious defence 


against sexual conflict. Superficial interpretive psychotherapy may 
be enough. The female partner may also need to be told not to ridicule 
or shame the man about his impotence but to help with sympathetic 
understanding of the difficulty. It may even be the female partner 
who needs help for her conflicts about intercourse, as they contribute 
to the impotence of the male. 

2 In more severe cases, more formal psychotherapy or psycho- 
analysis may be necessary to eliminate and resolve the unconscious 
conflicts giving rise to the symptom, if possible. 

3 If severe mental illness is present, this will need its appropriate 
treatment. Impotence arising for the first time after 40 ) may well be 


part of an incipient depression. 


_FRIGIDITY 
Definition 
This is the female equivalent of impotence and is more common 
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than the other. It is not related to the menopause, except indirectly, 


and a woman can continue to have a satisfactory sexual life into old 
age. 


Frigidity can be defined as the inability to achieve an orgasm 
with full emotional satisfaction during sexual intercourse.. It should 
be remembered that in the girl the clitoris is the main site of sexual 
excitement but that at puberty the vagina takes over this function. 
Thus frigidity may affect both vagina and clitoris and present as 
JI A total lack of sexual desire or sensation. 


).0/2 Excitement felt only in the clitoris but with no clitoral orgasm. 


|3 As in (2) but with clitoral orgasm. ' 
|4 Excitement felt in the vagina but with no full vaginal orgasm or 
| emotional satisfaction, 


Aetiology 


As with impotence in the male, so frigidity may be an early symptom 
of similar severe mental illness. But usually it is associated with an 
anxiety state or depression, with ignorance or erroneous ideas apon 
intercourse, or with fears of being damaged by the penis, or 0 
Pregnancy. The female usually needs to be sexually aroused by m 
male into a sufficient state of excitement. Hence if the male’s sexua 
technique is defective, this state will not be reached and oenn 
will not occur. If the female is constantly disappointed and frustrate 
in this way, frigidity may follow. Again, the partner or the croum 
stances may be wrong, especially if the woman does not feel herse 
properly loved by him. 

As in the male, an insatiable sexual appetite is often due to the 
inability to achieve full orgastic satisfaction (nymphomania). 

Common psychodynamic factors involved are: 

„I An unconscious incestuous fixation on the father or brother. a 

2 An unconscious rejection of the female role and penis envy, giving 
rise to an active masculine attitude, i.e. unconscious homosexual 
fixation and a hatred of the male. It is a commonplace observation 
that prostitutes are usually frigid and hate their clients. 


Treatment 
This is similar to that in males: e . 
1 In mild cases, discussions with the doctor leading to understanding 
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and possible educating. This may also include the male partner if his 
attitude and technique are unsatisfactory. A 
2 In more severe cases, psychotherapy or formal psycho-analysis, 
but these may not be successful if there is a severe underlying 


personality disorder. 
3 If severe mental illness is present, this requires separate treatment. 


UNCONSUMMATED MARRIAGE 


Non-consummation means that there has been no, or only very 
shallow, penetration by the penis into the vagina. This state, if not 
associated with obvious organic pathology in either partner, is a 
psycho-sexual problem and may go on for months or years. The 
wife develops adductor spasm of the thighs and spasm of the vagina 
as soon as penetration is attempted, so-called vaginismus. The 
husband is frequently passive, and does not ‘bother his wife’ sexually. 
The wife’s psychosexual problems may take several forms: 
I She denies sexuality and is frightened of it. 
_2 She is over-aggressive either openly or covertly towards her 
husband and resents the feminine role. 
3 She wants a baby, but without intercourse. 
‘Treatment which may be difficult, consists of examination and 
psychotherapy of the wife; the husband may also need help. Expert 
advice is usually required. 


° 
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42 Pregnancy and childbirth 


ANXIETIES IN PREGNANCY 


Every woman experiences some degree of anxiety during pregnancy, 
This is natural in the state of medicine when we have only partially 
controlled the hazards which arise. Maternal deaths are extremely 
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rare, but pregnant women are liable to various forms of morbidity, 
and at a teaching hospital where all the multiparae who are admitted 
are so because of their previous bad history, there is an inevitable 
perinatal death-rate. 

During the first three months women do not know whether or er 
they will lose their pregnancy. The first trimester is also a time 0 
intense physiological change and many symptoms which are 
dangerous can seem frightening when encountered for the firs 
time. Hence, women in early pregnancy are more emotional than 
at other times. 

Teaching girls about sex and childbirth differs enormously An 
one individual family to another and is very confused. Unfortunately, 
a great deal that is taught about childbirth is frightening and ee 
of the methods of introducing sex to, or of concealing it from, Fade 
give rise to considerable degrees of sex-guilt and trauma. These a 
their effect not only on the patterning of sex in early marriage eo 
also upon a woman’s apprehensions of the functions of her pelvi 
at childbirth. b in 

Acute mental disturbance can arise during the first i aa, fe 
women who combine a vulnerable personality with an adverse a 
Situation and these can temporarily threaten her life or sanity. le 
a medical termination of pregnancy can give rise to guilt or ee f 
and a criminal abortion can have far-reaching effectson thepersona ; E 
Later infertility or still-births can be blamed on an abortion, see 
Sense of guilt in the mother will need long and patient disentangling 
and re-assurance (see p. 276). ies. It is 

Vomiting occurs in one-third to one half of all pregnancies. ea 
entirely outside the control of the patient. It is much more likely i 
arise in women who have a previous history of gastro-intestin® 
disturbances. Though there is evidence that women who are = 
bivalent about Pregnancy are likely to vomit more severely t E 
women who are not, interpretations and exhortations make th ie 
symptom worse. It is improved by understanding and by anti-emetics 
and tranquilisers; only Largactil and Phenergan have not pe 
questioned as potential sources of foetal abnormality, however, an 
many widely used anti-emetic drugs are suspect. 


ATTITUDE TO THE ANTE-NATAL PATIENT 


Though students and doctors when they are themselves patients en- 
Counter the same anxieties as other patients, and become disturbed by 
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their loss of status within the hospital hierarchy, their usual attitude 
to the hospital environment is coloured by the fact that it is the 
milieu in which they themselves are enjoying an exciting and satis- 
fying career which has been the target of their ambitions for some 
time. Patients, on the other hand, inevitably associate hospital with 
the sights, sounds and smells of hospital derived from childhood, 
and their past experience of illness, both in themselves and members 
of their families, which have been unpleasant and frightening. The 
student can do a great deal to mitigate this by being prepared to 
listen and to receive the patient in a careful and friendly way. 

In the ante-natal clinic many women are encountering vaginal 
examinations for the first time in their lives. Women are unused to 
being undressed and examined in what, sometimes justifiably, seems 
to them a public place. Primiparae are especially apprehensive and 
ashamed and even multiparae never really get used to it. 

Inaddition, mothers notice the contradiction between our insistence 
on the normality of childbirth as a physiological activity on the one 
hand, and our request to them to submit to physical examinations 
and physiological tests in order to ensure their safety and that of 
their infants. 

Having a baby is widely assumed to be the goal of a woman’s 
ambition; its advent, however, can bring so many changes into her 
social and economic relationships that she experiences mixed feelings 
and may even reject her pregnancy. Rejection is, to a certain degree, 
normal in the present state of society and must not be regarded as 
something which has to be condemned. Gross ambivalence needs to 
be given free expression and the woman who has been allowed to 
‘blow her top’ is found more likely to settle down in later pregnancy 


than one who has not been allowed to do so. 


LABOUR 


Just before and during labour, many patients feel extremely anxious 
as to its outcome and this anxiety may emerge in the form of guilt 
feelings. These are most likely to relate to sexual behaviour and 
pelvic functions, including early childhood experience. Bowel 
interference and previous gynaecological operations naturally make 
for apprehension in labour; this also applies to cases where there 
have been sexual assaults. À ; 

There are a number of ways in which the contractions of labour 
can be made less uncomfortable. Education in natural childbirth 
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and the methods of relaxation taught in ante-natal classes are 
undoubtedly of far greater value if the labour ward staff, including 
the students, believe in them and are prepared to assist the patient 
by putting them into practice. It is also possible to reduce the dis- 
comfort of labour by hypnosis or by talking to the patient carefully 
during her labour. During labour and delivery, the woman’s ex- 
periences become much more frightening if she is left alone and if she 
is made to feel that she is making a fuss about her pain. It needs to be 
clear that adequate efforts are being made to relieve her discomfort. 
Though some of the anxieties which women in labour express may 
seem irrelevant or trivial, they should all be dealt with equally 


seriously if the patient is to remain confident and co-operative. It is — 


important to give the mother, and not her attendant, the credit for 
having produced her own baby. Hysterical patients in labour should 


never be hit or scolded, however much this is advised by older 
midwives. 


MOTHER-CHILD RELATIONSHIP 


A normal mother-child relationship does not develop automatically 
in hospital, can easily be interrupted, and is always upset by any 
delay in the mother seeing her baby after delivery. To mitigate the 
adverse affects of separation, mothers should be encouraged to see 
their babies as much as possible and to feed them as soon as the baby 
is fit. In spite of this a great deal of anxiety is engendered, and mothers 
whose babies are in a special care unit a long time may have difficulty 
in forming a normal relationship and feel that the baby is not really 
theirs. They are also sometimes shocked by the appearance of the 
baby, especially if premature, in his incubator and by the rubber 
tubes and other medical impedimenta with which the child is 
surrounded. i 

We are also aware that excessive anxiety about breast feeding can 
make a mother over-anxious, self-conscious about her capacity to 
secrete milk for her baby and spoil what should be a normal, enjoyable 
function. Breast feeding is not an instinctual processs and there are 
many physical difficulties which can intervene and be mistaken for a 
Psychological problem. s 

Mothers who have been insufficiently re-assured during their 
pregnancies and insufficiently supported in labour, can project 
their anxieties into the belief that there is something wrong with 
their baby. The normal mother-child relationship may also be 
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adversely affected by experiences in labour or pregnancy which 
have seemed particularly painful and distressing. Blame for this can 
be projected on to the husband or the baby and can affect the family 
relationships. 

If the father is going to play his essential part in the early develop- 
ment of the child he should not be excluded from the process of 
labour and should have an understanding of pregnancy, puerperium 
and all his wife’s and child’s needs when they get home. This does 
not mean that every father has to be present at the birth of his child. 


PSYCHOTIC AND PSYCHONEUROTIC 
REACTIONS IN THE PUERPERIUM 


In any situation which combines pain, drugs, dehydration and upset 
of electrolyte balance, patients become disturbed and confused. 
Labour and the puerperium are no exceptions to this rule and 
following delivery a patient may react by being depressed, anxious, 
withdrawn, apathetic or hallucinated. Infection can exaggerate these 
reactions, and the first line of defence is to treat the underlying 
pathological and physiological disturbance. Many acute reactions 
in the puerperium are transient and subside with such treatment 
combined with sedation. 

Severe ante-natal and post-natal mental illness is uncommon and 
seldom occurs in the absence of previous adverse psychiatric history. 
There is nearly always a difficult situation in the home and the final 
precipitating factor may be an abnormal pregnancy. A history of 
maternal deprivation and emotional insecurity in their own childhood 
is common in women who develop severe mental illness during the 
puerperium. They often feel that they are not emotionally ready to be 
mothers and want to regress and be treated as babies themselves. 
Psychotic reactions after delivery occur in 2 per 1,000 deliveries; 
they clear up more rapidly than similar mental illnesses in women of 
the same age who are not puerperal. 1 

During an emotional upset in the puerperium a woman’s worries 
naturally centre round her baby, her marriage and the family. This 
and the obvious endocrine shifts in the past led to puerperal psychosis 
being regarded as a separate psychiatric diagnosis. 

Patients who are already suffering from mental illness may, or may 
not become more acutely disturbed in pregnancy and the puerperium. 
They do, however, need careful supervision throughout their 
hospital care, and liaison with the general practitioner and health 
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visitor for long-term care and follow-up supervision. They have a 
higher peri-natal mortality than other women. In general a great 
deal can be done to prevent psychiatric illness during pregnancy 
and the puerperium by encouraging women to talk freely about 
their conflicts and fears, and by providing psychotherapy for those 
who are more seriously disturbed. 
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43 Work 


THE DOCTOR’S ATTITUDE 


There is a nice paradox in the attitude of many general pacitan 
—and medical students—to work (other than their own). On t : 
one hand, they know it is essential for their patient, and they a 
the responsibility of saying whether he is fit for it or not; on t 4 
other hand, they seldom bother to find out what it consists ged 
so make elementary mistakes in their recommendations (suc ue 
light regular meals, or no lifting) when these are quite impossi A 
to fulfil. Worse, they often ignore what work means to their patien ; 
or to his family; it is all too common for otherwise excellent medica 
histories to dismiss the patient’s occupation in one word, si 
Secretary—which logically can range from a filing clerk who can 
type to a Secretary of State—or technician with its teid 
unspecified. Yet work occupies a third of our waking hours for muc 
of our lives, and the satisfaction we get from it—or don’t get—may 
make all the difference to our health, as well as to our happiness 
and our efficiency. f 
Any doctor, then, whether in general practice or in hospital, 
must have some understanding of the meaning of the patient’s 
work to him. This is the more difficult in that doctors are luckier 


than most: mostly they have chosen their own career, and enjoy 
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it; the satisfactions are many, some material, some emotional. They 
do not always remember that others may have had less choice and 
been pressed by economy or geography or by their families into 
something with less intrinsic satisfaction and a serious risk of 
unemployment. 


THE MEANING OF WORK AND ITS 
SATISFACTIONS 


Understanding is made no easier by the use of the same words in 
different senses which makes definition inexact. Work to one may 
mean high creative satisfaction, to another painfully boring drudgery. 
Nearly all jobs contain some of both; but the proportion varies 
widely from job to job, and even in the same job from day to day. 

Some attempt can be made to list the commoner satisfactions 
available to the worker (using that term to mean anyone working, 
and not, as often, a manual worker alone). Money, being necessary 
to all, is a convenient reward for a job, and an apparent measure of 
its value to the community. It is easy to visualize, easy to argue about, 
easy to strike for—or to think one is striking for. Unfortunately, 
these advantages prevent us from seeing the corresponding disadvan- 
tages; that it is easy to ignore a job’s other strong but less tangible 
Satisfactions, that money means very many different things to different 
people, and that too great a pre-occupation with it leads to miserliness, 
or worse, to envy of any neighbours who have been more highly 
paid; hence comes a narrow outlook in any machinery of industrial 
conciliation designed to break vicious circles of collective bargaining, 
leap-frogging and inflation. 

Few people work in isolation; 
subordinates and superiors are vit 
recognizable symptoms of deficiency may follo 


needs are threefold: ó > a 
1 The need to belong. This need is generally satisfied imperceptibly, 


but a few people fail to be accepted by their group—at home or at 
work, temporarily or permanently. To be‘odd man out’ is unpleasant. 
Customs generally demand that a newcomer fits in with the group: 
if he does so, he is accepted: but if not he tends to feel unaccepted, 
isolated, anxious and depressed. Sometimes he may become aggres- 
sive, and if so, he will provoke overt hostility in turn from the group, 
until he is effectually walled off, and perhaps discharged. His only 
value to the group then, has been as a scapegoat. 


their relations with their fellows, 
al to them, and if these are poor, 
w. The essential 
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2 The need to express one’s personality by doing a useful job and 
doing it well. Unfortunately many routine jobs do not seem to 
provide much sense of achievement. Other jobs have more than is 
apparent at first sight, and the satisfaction they provide can be 
enhanced by a knowledge of their value and of the group’s apprecia- 
tion of it. For this, open appreciation, may be necessary, the sma 
So at a lower level where the worker’s intelligence, knowledge © 
his work’s value, and inherent job satisfaction are all less; ps 
appreciation is uncommon in most industries—and in other wal 5 
of life. Lack of praise leads to apathy, resentment, and a desire to 
get away with the minimum. de 
3 The need to exercise some responsibility. If the first two nee : 
are met, it is human to respond by being more responsible, = 
whatever level. Yet many workers are given too little pepe 
like some medical students (temporarily). The result is irresponsible 
self-centredness, and lack of identification with the firm. 

If these needs are met, the people working together form a peo 
healthy, cohesive and productive team, and respond a y 
to appeals for better or longer work, or to threats from outst S 
Their morale is high, and in general, sickness, absenteeism, an 
labour-turnover are low. P 

The physical environment of the job is clearly important or 
But it was paradoxically the classic Hawthorn experiment which s 


“ae f 
out to study its effect which ended by emphasizing the value o 
emotional factors. 


INDUSTRIAL NEUROSIS 


The cost each year to industrial efficiency from absenteeism, ae 
due to sickness or other causes, is much greater than the cost 2 
strikes. In absenteeism, neurosis plays a large part: the classic es 
of Russell Fraser (1947) estimated that neurosis was responsible a 
25-33% of cases of sickness absence, or more striking still, 20 
20-25% of all absence cases. This figure shows no signs of having 
diminished since. : 

But the cost does not end there, for there are many people working 
at less than full efficiency, for neurotic reasons, who do not actually 
go off sick. And there is the cost in time, temper, and health to those 
whose job it is to cope with such people’s behaviour disorders, and 
who may themselves break down in the process, 
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Research in industrial satisfactions and illness 


Considerable work has taken place in most industrialized, and 
developing countries, on the problems of job satisfaction, motivation, 
absenteeism, accidents, inefficiency, group antagonisms—to name 
only a few headings. The problem has been approached from the 
angle of a manager interested in productivity, of a trade unionist 
interested in satisfaction and security at work, or of a doctor interested 
in maintaining health: though these three aims are interlocked, the 
three sides collaborate all too seldom. Studies of behaviour as such 
are undertaken by psychologists and sociologists—as well as by 
politicians. There is a wealth of literature. A very useful introduction 
is given by J. A. C. Brown (1954). 

The GP or hospital doctor may feel that the problem is beyond 
his scope: but he should realize its existence and should be prepared 
to collaborate in matters concerning the health of his patients with 
his colleague in the factory or office—the industrial medical officer. 


The form of neurosis 


The symptoms of industrial ne 
neurosis elsewhere, and specifi 


urosis are much the same as those of 
c occupational diseases (e.g. miner’s 
nystagmus) are uncommon. But certain conditions in industry, e.g. 
danger, competitiveness or boredom, may easily provoke exaggera- 
tion of symptoms: thus some anxiety and failure of concentration 
may occur from the stress of overwork and over-responsibility: to 
this may be added fear of further inefficiency and loss of earnings, 
so that a vicious circle develops. Physical symptoms may enhance 
this, especially if it is known that stress may precipitate a coronary 
attack or a peptic ulcer. i l ‘ 

The special problems of the executivemeeting ever-increasing stress, 
with ever-diminishing outlets, deserve much study in this respect. 

Compensation neurosis is a hysterical phenomenon: if an injury is 
caused at work, or in other circumstances, e.g. a road accident, 
which make litigation and compensation likely, the patient has a 
vested interest in remaining disabled until his claim is discharged: 
if this is unconscious, he is quite sincere in his (conscious) deter- 
to work as soon as possible, but his symptoms 
prevent him. Psychotherapy is most unlikely to succeed as long as 
his case is unsettled: once this has been done, it may not be necessary, 
but, since few claims are met in full, some ventilation of resentment 
may be valuable once the final payment has been made. Naturally 
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other factors, loss of confidence and of pride, and fear of other risks 
may complicate the issue. 

It must be remembered that after a severe emotional shock—such 
as a train accident—a period of heightened suggestibility occurs, in 
which the behaviour of those around the patient is very important: 
the same has been seen in battle. The GP’s attitude is therefore 
vital: and he must beware of letting his natural sympathy with his 
patient overcome him, and of encouraging him to press more than 
any just claim he has against an apparently impersonal and in- 
exhaustibly wealthy industry—or government. 


ACCIDENTS 


Accidents on the roads receive great publicity, though their preven- 
tion remains difficult, Industrial accidents, less newsworthy, are 
also mounting. Attempts to prevent them obviously depend on 
knowing their causes, and these are often obscure. The human 
factor is blamed in many, and it seems likely that although only a 
few people are consistently ‘accident prone’ (and these include some 
subnormals), most People have phases of temporary accident 
Proneness. These consist of an unexpressed tension, a desire for 
aggressive outlets, impaired judgment, and a weakened control: 
a complex which may also produce psychosomatic conditions under 
other circumstances, It is noteworthy that alcohol, itself undoubtedly 


a predisposing factor in accidents, may be an attempt to reduce the 
point of tension, 


TRAVEL STRESS 
Travel is associated in man 
pleasure, and the physical risks may th 
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accustomed to trust their own judgment in all matters and to over- 
ride opposition. Dietary changes also have their risks. 

P Travel psychosis has been described, but it is rare, and far less 
important than the above milder syndrome. 

. There are also special problems of expatriates, where homesickness, 
inability to adapt to local customs, frustrations at work, and lack of 
companionship, may lead to a variety of syndromes including 
depression, anxiety and psychosomatic conditions, and generalized 
paranoid states focused on the local inhabitants and conditions of life. 


LEISURE 


Leisure is important for all; for many as a change and relaxation, 
but for others whose lives are sheer drudgery perhaps a main 
interest. It may allow drudgery to be carried out without complaint. 
Increasing automation may diminish the time spent on work, as 
many hope, or remove the interest of many jobs, as many fear; 
either way people’s satisfaction in leisure will become more necessary. 
It has been said paradoxically that the greatest task of industry in 
the next ten years will be to consider the healthy use of leisure. 
The value of this after retirement has been discussed elsewhere 
(see p. 218) but in many people it is important throughout their 
lives. Those who lack creative satisfaction at work may find great 
Satisfaction in art, music or gardening. Those whose aggression is 


dammed up may find an outlet in sport, as players or as spectators. 
Occupational diseases of sport are few, and compensation neurosis 
. But if leisure becomes as 


is seldom seen after accidents at games 
those involved become more 


Passive and mass-produced as work, olved bec! : 
apathetic and less individual, and if companionship is lacking, 
isolation and depression become acute. Television has its dangers, too. 
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44 Violence 


Physical violence may threaten anyone at almost any time from 
accident, ‘act of God’, crime or war; it may be expected, or it may be 
totally unforeseen. s 

The immediate reaction of the civilized man, as of the uncivilized 
savage or animal, is a mixture of anxiety and aggression, the propor- 
tion of which depends on his whole present situation, and on his 
own past experience. If extreme, his emotions may overwhelm 
him; but his intelligence and control normally lead him to find a 
constructive use for his emotions and their physical components, 
and the support of others may be useful. The child learns, through 
its parents’ help, to deal with many such threats. But sometimes 
a child may be taught to repress his aggression, and to become 
ashamed or afraid of it, so that later, in the presence of danger, 
he may suffer from two types of anxiety, that directly due to the 
threat, and that due to his own counter-aggression. He still has to 
repress the latter, but he experiences fear and guilt as he does so, and 
these may be as unpleasant as his immediate anxiety. 

Again, anxiety itself may be repressed, and its possessor appear 
calm. The standards of past generations set a high store on this. But 
either anxiety or aggression may break through the repression, 
either in an uncontrollable outburst, or in a partially controlled 
release on to some ‘legitimate’ target—or a target which is quickly 
made to seem legitimate by rationalization. The amount of awareness 
varies. Crime, extreme heroism, or emotional or psychosomatic 
illness may result. The latter are more likely if there is little or no 
outlet (Groen, 1964) (see p. 130). 

Thus the range of reactions to threats of violen; 

Under a threat, it is common for an individual to 
of others; and he is then, and later, in a state of heigh 
lity, in which he may accept strong suggestions towards impulsive 
violence or flight, or rumours of disaster or triumph, and act on 
them without exercising his own reason or responsibility, 

There is sometimes a period of shock after a major catastrophe, 
amounting to a paralysis; followed by suggestibility, and the release 


ce is very wide. 
seek the support 
tened suggestibi- 
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of anxiety or anger. First-aid workers called in to help after train- 
crashes, or air raids, can provide confident reassurance, and firm 
control, and so lead to constructive action. 


BATTLE 


The stress of battle combines threats of horrifying violence with 
severe physical exhaustion. In the First World War these took the 
form of ‘shell-shock’, which was later realized to be hysterical. 
In the Second World War, hysteria was far less common. For this 
there were various reasons, of which the introduction of early 
psychiatric treatment was certainly a major one. Acute anxiety states 
(battle or combat fatigue, or exhaustion states) were treated quickly, 
as near the fighting as possible, with remarkable success. The chronic 
sequels of invalidism, depression, and gross hysterical symptoms 
of the First World War were largely avoided. 

In training for battle (battle inoculation) methods were successfully 
used which allowed the soldier to understand and accept and control | 
his own anxiety and aggression, at the same time as he learnt the 
more obvious skills and quick reactions in handling weapons, and 
machinery. Thus the fear of being afraid, i.e. of being a coward, 
was replaced by an acceptance, and control of normal anxiety. 
Courage is of course the conscious mastery of fear, not its absence. 

The application of psychology sand psychiatry in the fighting 
services also included job selection, tests for promotion, studies of the 
basis of morale, and the reasons for military crime, such as absence 
without leave. The whole development of the army psychiatric 
services is described by Rees (1945)- 


RESEARCH AND EDUCATION 


ur of different groups under the stress of 
to sociological research; and it is interesting 
to recall Trotter’s philosophic speculations (1916) on the likeness of 
certain human groups to animal herds, and to compare them with 
more recent and more detailed observations on the instinctive and 
learnt behaviour of certain animals and birds made by Lorenz, 
ly important conclusions on human 


from which he draws hight i 
reactions to certain stimuli. His three books (below) are to be 
general interest. 


recommended for this, as well as for their 
The influence of the size of the terr itory defended by animals, and 


their methods of doing so have been studied by Lorenz (1966), and 
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Lack (1943). Such lessons may be more important for the human 
race, as it increases. The defences of man against his own aggression 
have been excellently described by Storr (1968): and the resulting 
vicious circles in individual and social behaviour are of profound 
importance. 

These have been discussed elsewhere under various headings, 
especially for asthma, ulcerative colitis and depressive illnesses and 
suicide (v.s.): and their medical importance is obvious. But social 
illnesses, in the shape of chronic patterns of antagonism, e.g. 10 
industry, or between races, are also examples of dangerous vicious 
circles due to a failure to handle aggression: and indeed a correlation 
has been found between poor mental health, low job satisfaction, 
and high racial prejudice. : 

The understanding and control of aggression is thus of vital 
importance to society, and perhaps even to the survival of the human 
race: yet very little formal education exists at present: and the 
psychological resistances to discussions on it are manifold and very 
strong; which is rational in that they stem from our own childhood 
feelings and their repression. 
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45 Illness, injury and operation 


From the start the student has been urged to consider two aspects 
of the patient’s history—his emotional state at the onset of his 
illness and his emotional reaction to its symptoms. Each may obviously 
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affect the other: the first has been discussed under the heading of 
pe omatie disease (see p. 129), the second needs consideration 

The full impact of severe illness, injury, operation or other treat- 
oo procedures on a previously healthy person is often not realized 
el his GP or by the hospital staff or by the students. This is partly 
iia doctors tend to minimize the psychological effect and to 
eee their interest on the obvious physical aspect, and partly 

ecause patients are shy of being thought cowardly or fussy if they 
admit to their natural reactions. But failure to express them can 
enhance their disability and must not be ignored. They often need 


early supportive treatment. 

For example, being in an intensive C 
anxiety and acute, sometimes psychotic co: 
1969); similar psychiatric complications 
patients undergoing chronic haemodialysis (Kaplan D 
1968). A great deal of this can be prevented if the likely 
effects of such frightening treatment procedures are 
designing these special units and if the doctors and nurses are aware 
of them. 

A surgical operation provokes reactio 
Comment: they vary considerably. Patients may enter hospital 
hoping to be relieved of their urgent distress when they are admitted 
for a surgical emergency or they may enter for a routine operation 


after weeks or months on a waiting list. Although the word ‘operation’ 


does not have the frightening overtones it had fifty years ago it is 


still a very anxious time for the patient when he comes into hospital, 
the place of mystery with customs all of its own. He may well be 
handicapped by having no idea at all of the magnitude of the surgical 
Procedure, the gravity of the operation or of the surgical and nursing 
care behind it. He does not always know what is expected of him. 
Many patients find being in bed in a public ward and submitting 
to medical and nursing ministration very embarrassing. Preoperative 
Investigation and preparation may make considerable demands on 


the patient, both psychological and physical. 


are unit can cause severe 
nfusional states (Kornfeld, 
have been reported in 
e-Nour, et al., 
psychological 
considered in 


ns which need special 


Special risks 
There are special risks in ce 


before operation: 
1 Old Age. With the incre 


rtain conditions which may exist 


asing expectation of life, more old people 
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are undergoing major surgery. With lessened powers of adaptation 
they find hospital admission difficult and may show nocturnal 
“confusion. Here, if possible, it is wise to take things slowly and to give 
the patient a few days to become adapted to hospital life before 
embarking on exacting investigatory procedures or operation itself. 
Good post-operative co-operation and good surgical results are then 
much more likely. k 

2 Alcoholism. If the patient is known to be a heavy drinker, the risk 
of his developing delirium tremens can be diminished by tran- 
quillizers and parentrovite injections, preferably pre-operatively, but 
if not possible then, post-operatively. No harm can result from such 


treatment and the danger of post-operative delirium can be reduced. - 


3 Depression. Another surgical pitfall is to undertake surgery in a 
patient whose physical symptoms are in fact due to a depressive 
illness or to operate while he is seriously depressed (see p. 125). 
Unless there is a surgical emergency, treatment of depression takes 
priority over surgery. , 

4 Past trauma. Patients who have already had traumatic experiences 
in hospital in childhood may react badly. 


EMOTIONAL REACTIONS 


The emotional reactions which can occur may be listed as follows: 
1 Anxiety. Anxiety is natural about the outcome of illness or oper- 
ation, about pain, about relations who may be left uncared for, about 
a job to be lost. If the patient can talk about his feelings and get 
sympathy he is generally relieved of some tension. Anxiety is often 
based on ignorance, and can be helped by information—about the 
future, the type of treatment, including the extent of any operation 
Proposed, and the amount of pain to be met and how it can be 
controlled. A patient in hospital is often puzzled by the number of 
staff and by the various hospital rules: it is helpful to know who is 
who, who is responsible for what, and why the various regulations 
exist. Most of this can be told him by the nursing staff; but they 
often need doctors’ support. Before operation a particular fear is of 
‘mutilation’—a word seldom used by staff but occasionally in the 
mind of the patient. This can be helped by exact information, and, 
even more, by the attitudes of doctor, nurse and student. To accept, 
for example a colostomy is a task which needs courage and resolution 
in the patient and sympathetic help from staff and relations, A 
hysterectomy has special problems (see p. 172), and so has cardiac 
surgery. Fears of death are discussed elsewhere (see P.219). 
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2 Aggression. Anxiety is not always displayed as such: it may make 
the patient aggressive, and if his behaviour presents as an attack on 
the doctor or establishment, especially if he picks on legitimate 
grievances—he will not be popular nor will he meet sympathy or 
relief. Criticisms provoke exaggerated defence and possibly retaliation 
by overworked staff and the patient risks being given that most 
damaging (and enduring) label ‘a difficult patient’. But if this aggres- 
sion can be harmlessly ventilated, and met by patience and under- 
Standing, it can usually be tolerated. 

3 Resentment and anxiety at separation. This has happened too often 
in the past to children who have been isolated and deprived of visits 
or contact with parents, for all sorts of reasons—to avoid infection 
Spreading, to keep the ward peaceful and clean, to reduce the load 
on parents; some of these reasons may have been understandable 
but they ignored the damage to the child’s security (see p. 176). 
Many patients today owe their present anxiety to such ‘hygienic 
Measures’ (others owe it to evacuation to unwelcoming homes in the 
war—which may have saved some deaths from bombing but left 
chronic invalids). 

4 Depression is particularly likely 
in middle life who has never been i 
symptoms to become the focus of gloomy interest, and for the patient 
to become more and more demanding, hypochondriacal, and self- 
centred. Some secondary gain may be obtained in the shape of more 
attention, but the overall picture is one of loss of friends, interests 
and reputation. This is partly a hysterical condition (see below) but 
there is a basic depression which is easily missed: yet if it is recognized 
and treated this tragic deterioration can be saved. 

5 Regression to a childish dependent level may occur in any sick 
Person and may even be useful if it makes him more amenable to 
treatment. It is therefore encouraged by the nursing staff over a 
Period of crisis in illness or after operation. But if the nurses persist— 
and it isn’t easy for them to know when to alter their attitude—then 
the patient may remain helpless, self-centred and demanding: and 


become ‘hospitalized’. : re 
disability due to illness or injury has 


6 Hysterical exaggeration of to i l : 
been mentioned elsewhere (see P- 81). This is particularly likely 
if compensation is in question (see p. 205) or if the onset of the 


disability has been sudden and shocking and so led to a period of 
marked suggestibility. The reasons for this reaction must be carefully 


Sought. 


when severe disability hits someone 
Il before. It is then possible for the 
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7 Confusion, sometimes amounting to a psychotic confusional state 
is not uncommon after operation, especially after cardiac surgery, or 
injury, or in acute or chronic illness for a variety of physical reasons, 
which are described elsewhere (see p. 104). 


THE RELATIVES 


Besides the patient’s feelings, the relatives’ reactions also need 
consideration. At home, they will have much longer influence on the 
Patient than his doctor’s views: even in hospital their comments 
while visiting may undermine confidence in the staff, Some attempt 
must then be made to assess the relatives’ influence, their attitude to 
the patient, and his to them, and where it seems desirable and possible, 
to give them some information and support. ae 

As discussed elsewhere, there are many conditions where this is 
especially important, e.g. depression (see p. 67) and certain psycho- 
somatic conditions (see p. 134) for various patterns of antagonism, 
isolation or despair may follow and interfere between the patient 
and those who could help him. In particular, relatives need help in 
learning to tolerate, accept and relieve occasional aggressive outbursts 
from the patient: it is by no means easy to see that these are seldom 
directed at anyone but are really expressions of the patient’s anger OF 
guilt at himself, at his own failure or inadequacy. He feels helpless, 
so that his behaviour is often directed towards making others feel 
equally so. This is bad enough for his doctors, far worse for his wife 
or family. They badly need help. 
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MIDDLE AGE 
Intellectual and emotional changes 


We are all aware of the difference in outlook between the middle 
aged and elderly on the one hand and the younger generation on the 
other. In the course of a life-time everyone passes, often imperceptibly, 
from the attitudes of one stage to those of the other. With the passage 
ot years one’s mental mechanisms and ways of dealing with problems 
become more and more firmly set, so that however difficult the 
Problem on hand may be, the elderly usually keep on with the same 
approach, no matter how unsuccessful it has been. 

It has been said that all creative original research has been started 

by the time the investigator is 35. This may well be true and it 
Serves to underline how early in life one’s mental processes and 
Teactions become fixed. 
But few people regard themselves as even middle aged at 40: and 
general they disregard their handicaps cheerfully, blaming their 
contemporaries and even more the younger generation for any 
incompatibility, In many walks of life too, their experience, social 
confidence and judgment will outweigh any slowness in learning. 

Problems may come to the surface as their children become 
adolescent. It is unfortunate that this happens—in societies where 
Marriage is far later than sexual maturity—at the same time as the 
mother becomes menopausal. Irritations and antagonisms, overt or 
repressed, easily develop and may result in a complete breakdown 
of the family, even splitting husband and wife as well. It has been 
Pointed out that the problems of the middle-aged have attracted far 
less study than either paediatrics or old age. But two publications 
have remedied this: Ellis (1961) has written a popular account of 
Mediatrics, whose lightheartedness makes many painful truths 
palatable: and a most detailed and comprehensive study has been 
Produced by Soddy and Kidson (1967). 


in 


THE INVOLUTIONAL PERIOD 


At the involutional period in either sex—the menopause in women, 
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and the fifties in men—there may be a sense of disappointment and 
failure; not all hopes have been achieved, and it has to be realized 
that many never will be. Physical changes impose some restrictions, 
and so some diminution of emotional outlets. This may pass as the 
person accepts ‘going into a lower gear’, or it may lead to a severe 
involutional depression (see p. 64) especially if there has been 
Previous psychological disturbance. 
Two special dangers exist here: 
1 An early, sometimes the first, symptom of a depression is lack of 
sexual desire. This may lead to shame and not therefore be openly 
discussed even between husband and wife. Secretiveness hurts: 
and one partner, insecure and resentful, may suspect that the other 
is having an ‘affair’. Vicious circles of bitterness and despair, ending 
in the divorce court, or in suicide, have begun in this way (see p. 65). 
2 A physical illness starting at this time may undermine confidence 
so much that depression and anxiety become focused on the symp- 
toms to the exclusion of other interests, and the patient becomes 4 
totally different person (see p. 95). 


OLD AGE 


For the purpose of retirement the age of 65 is regarded as the Ean 
when people may be classed as elderly. But many people are ain 
vigorous and active at that age, while others show the marks © 
ageing before then. £ 

It is estimated that by 1970 about one in seven of the population 
will be 65 or over. Because of the increased expectation of life more 
people are living into the period when the diseases of degeneration, 
e.g. cerebral arteriosclerosis, attack them. This inevitably means 
an increasingly heavy demand on psychiatric and geriatric services— 
especially as many of these patients make great calls on naine 
time and skill. (The psychiatric diseases of old age are describe 
on p. 122.) ’ 

The world of the young child is a developing, ever-expanding one 
in which he continually enlarges his contacts and experiences; the 
world of the elderly person is an ever diminishing one which may 
easily contract down to the individual himself. So, in the elderly 
person the claims of outside activities, of friends and finally of family, 
become less important and disappear. In the emotional sphere this 1S 
often shown by a lack of normal emotional response to events which 
would formerly have moved the patient, e.g. the death of a near 
relative. There comes in fact a poverty of emotional response. 
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Concurrently with this, comes the failure of recent memory. This 
results in repetition of conversation to the boredom of the patient’s 
companions and a tendency to dwell on and talk about the past rather 
than the present. If this failure of recent memory persists it is an 
important factor in leading to confusion and disorientation. 


Isolation due to physical factors 


The normal person is kept in contact with the world and his fellows 
especially by the twin special senses of sight and hearing. Unfortunately 
both are liable to undergo degeneration with age. Normally hearing 
is at its most acute between the age of 5 and 10; thereafter the 
maximum audible frequency gradually declines. Similarly the near 
point for the emmetropic eye is at infinity at the age of 45. 

Both these changes occur normally and to them may be added the 
many degenerative conditions affecting the ear and eye. It is probable 
that deafness is the more serious threat to the integrity of a patient's 
Personality. He often passes through a stage of mishearing or 
misinterpretation to a stage of severe deafness, and so is cut off from 
the correcting force of other people’s views, as by no other illness. It 
has been shown that the incidence of deafness and/or blindness are 
many times greater in senile psychiatric patients than in comparable 
groups outside mental hospital care. Besides this, lack of teeth may 

ead to malnutrition and lack of warmth to hypothermia; both lead 
to loss of energy and of confidence. Special disabilities, such as 
arthritis, may add to their loneliness. 


Isolation due to social factors 


The isolation of old age may be increased by other factors: — 

1 The longer one lives the fewer relations and contemporaries there 
are to bear one company. The death of the husband, wife or supporting 
child may be a particularly devastating blow. . ; 

2 Retirement, with the loss of the friendly interest and stimulation 
of fellow workers, ; 

3 Loss of status from being ‘Mr. X who works in the City’ to ‘the 
old man’ hanging around the house in his wife’s way. 

4 Financial stress—resulting in old people living in top back rooms, 
virtually prisoners, because of the difficulty of negotiating stairs. 

5 Urban isolation in large cities. 
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The gradual deterioration of one or more physical systems, and in 
particular of the central nervous system, is to be expected at some 
time in every human being. There is, however, an enormous range of 
variation; and much energy, health and happiness remain for many 
elderly people. There is certainly no reason for the GP to be defeatist 
at the first sign of breakdown—for many are temporary, and 
some compensatory functions by other parts, even the brain, are 
remarkable. In general, good nursing and medical care will help 
enormously, but dementia cannot be cured. Prophylaxis offers more 
help. ; 

What can be done to prevent degenerative illness? Quite a bit. 
Unfortunately the arrangement of the working life of many people is 
the worst possible preparation for a healthy retirement and old age- 
One day a person is fully employed with all the self-respect that 
brings; the next day he is pensioned with a greatly reduced income, 
no work and a fall in self-respect and morale. Retirement is still 
largely unplanned and too many people look upon it simply as a kind 
of long holiday with freedom from the necessity of regular timetables 
and work. In fact work plays an essential part in the life of all of us in 
making us feel important members of the community; take this 
away and we are thrown on our own resources. Indeed it may be 
said that retirement, and the way we use it, shows what kind of 
person we really are. 

The essential of retirement is that it should be planned so that we 
can continue to use our skills. For some people, e.g. the manual 
labourer who earns his living by sheer physical labour, this may be 
impossible. If the person can find part-time work (professional or 
skilled), it eases him gently into retirement and maintains his morale. 
Some large firms do employ older workers in special workshops 
where they are found to be good at skilled and semi-skilled work, 
particularly if not suffering competition from younger men. Old 
people’s voluntary workshops are particularly useful. This enables old 
people to meet together to exercise their skills from the very simple 
to the quite complex. 

Retirement also demands the development of hobbies carried over 
from earlier life. The retired person who feels he will occupy himself 
by not getting up to catch the early business train, pottering in the 
garden and doing the shopping, is courting disaster; old people’s 
clubs, like old people’s workshops, have a valuable place in the life of 
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the elderly in making them still feel members of the community. 

‘Meals on wheels’ for the elderly also ensures that they get one 
dietetically adequate meal a day and so diminishes the risk of 
developing a confusional state due to vitamin deficiency. 

Finally, bearing in mind the importance of sight and hearing, in 
keeping in touch with their fellows, it is important to remember the 
value of spectacles, opthalmic surgery, hearing aids and plastic 
otological surgery. 
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47 Death and dying 


Many criticisms have been made that doctors are never taught, as 
undergraduates or postgraduates, how to deal with the attitude of 
patients, relatives, and themselves, to death and dying. A conspiracy 
of silence surrounds the whole subject. Even experienced GPs find 
it impossible to give the help they feel they should in their em- 
barrassment and fear. 

Patients, relatives, nurses and doctors therefore suffer more than 
they need. Yet it has been said by Jung that a doctor’s main job is to 
prepare patients for death. (A similar conspiracy of silence is admitted 
In other professions, e.g. the clergy). 

Obviously this is not solely a psychiatric problem: nearly all other 
Consultants have a clear responsibility to teach their students, and 
even more their housemen and registrars. But students often voice 
their uneasiness on this score to psychiatrists (‘death is not on our 
Programme, but it is on the patient’s’) and as the attitudes to be 
Met depend often on unconscious factors and personality traits, 
Some comments may be made from a psychiatric angle. 
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The responsibility of discussing impending death with the patient 
and his relatives must vary according to the authority given by the 
consultant to his registrar, houseman and student; and according to 
the questions asked of each by the patient. 

These questions present a very difficult problem. Ideally, surely, a 
doctor should give an honest answer to a sincere question. But in 
Practice, many patients ask questions to which they do not want a 
true answer; others do not ask direct questions, but wish to know. 
It is essential therefore for the doctor to understand what the patient's 
teal need is before he can decide what to tell him. The diagnosis of 
the patient’s need is as important as any other diagnosis in medicine 
(Balint, 1968). 

It is probable that there are more doctors who fail to give been 
when wanted than there are who give unnecessary answers. To fai 
here may be to deprive the patient of his confidence in his doctor 
and the chance of establishing stronger personal relations with his 
family and setting his affairs in order. This risk must be assessed by 
the doctor responsibly. 

Besides him, in practice, two other people are very often aua 
involved: the ward sister, whose task in helping patients meet deat 
is not always helped by frantic belated efforts at resuscitation 
(‘the dignity of death’, as one said, ‘has disappeared’): and the chap- 
lain, who is ready to discuss the problem, but would much prefer 
to get to know patients as a routine, and not be called in, so to speak, 
as a vulture-like harbinger of death. 


DIFFERENT REACTIONS 


Human reactions to the knowledge, or suspicion, of impending 
death are enormously varied and have been described in innumerable 
writings, religious and lay, prose and poetry. Few doctors can be 
familiar with more than a fraction of this literature; yet many doctors 
are asked for help. An account of the common reactions may therefore 
be of some value. 

1 Fear of the unknown, including pain in dying. This is more often 
felt than openly expressed, from shame at being thought a coward; 
the doctor can certainly help by reassuring the patient, by his 
behaviour as much as by his words, that he will watch his needs and 
meet all of them that he can. : 
2 Fear of extinction. To some, the extinction of their personality is 
intolerable—especially to the young, energetic, egocentric; and 
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some analysts have held that this has led, as a compensation, to a beliefin 
an after-life, and indeed in God. Others are upheld by a sure and cer- 
tain hope of a fuller, happier, personal survival, though accounts of this 
vary from the childish to the ineffable. The idea that the dying person 
will not reach ‘heaven’ unless he dies in one particular faith, notoriousin 
the middle ages, is still held by some today. But it may be thought 
that such last minute conversion is no part ofa doctor’s profession, nor 
indeed that it fits with any concept of a beneficent Almighty. 

3 Fear of damnation still occurs, though out of keeping with modern 
theological (or lay) thinking; for many people have been brought up 
with these ideas, and they recur as death approaches, none the weaker 
for having been repressed through life. They present a problem of 
diagnosis as well as of treatment for the doctor. Some are rational 
and respond to rational discussion: others are frankly part of a 
depressive state, which may be accompanied by intense guilt, and 
even by hallucinations and delusions. If so, anti-depressant measures, 
Physical as well as psychological, should certainly be used. But it 
must be remembered that a period of loneliness and isolation from 
God has also been experienced by the most saintly (and sane) people, 
as a phase of their mystical experience: described as the ‘Dark Night 
of the Soul’ by St. John of the Cross. 

The minister may clearly help religious crises as much as, or more 
than, the doctor: but he is unfortunately untrained, at the present, 
to recognize psychiatric conditions. 

The treatment of guilt is a subject on which priests and psychia- 
trists largely agree, though their advice is couched in different terms. 
Confession, penance and expiation, atonement, and forgiveness: 
all have their psychological counterparts. 

4 Anxiety for others. Any patient with love for his family and friends 
feels anxiety for their future and is helped if he believes that he can 
§0 on helping them by his legacy (financial or emotional): if they 
will in fact be exposed to much hardship, the doctor and welfare 
Services can provide reassurance of help. 

5 Relief. Even without severe pain, old age isn’t much fun and the 
effect of medical science in prolonging life without the capacity to 
enjoy it, is two-edged. It is hard to blame the patient for wanting 
to escape: paradoxically those who most count on a joyful after-life 
are the more deterred from suicide by their religious views. 

It may be asked whether or not a doctor should help a patient to the 
means of suicide, which raises enormous ethical and social problems 
(see Euthanasia p. 281). 
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6 Courageous resignation. This is perhaps the commonest ation 
strengthened by religious faith, consideration for others a, 
or pride in showing no feelings: so that the patient appears to nee 
no help. But occasionally this attitude may be a facade concealing 
one or more of the above: and the doctor should be sure that he is 
not misled. i fail 

It is tragic if the doctor’s life of service to the patient should = 
at this moment of crisis and he should therefore fail to give neede 
help. hed 
7 Acceptance of death and the end of existence may also be = 7 
as one of the tests of living by many rationalists as part of t T 
belief or as an inevitable and final outcome of life (see Paul Tillic ) 
8 Joyful welcome. Those who have reached this stage will need m? 
help but instead give it to their doctor, and, through him, to othe 
patients. : . he 

The reader will have noted that it is, in the writer’s view, not t 
doctor’s job to impose his own religious views, unasked, on a apas 
patient: he may also have noted (here) that it is very hard to preven! 
those views from seeping through. 


FURTHER READING i 
Balint, M. (1968). communication in preparation. 
Bright, P. (1962). The Day’s End. Macgibbon and Kee. 
Hinton, J. (1967). Dying. Penguin Books. F 
Platt, Lord (1963). ‘Reflections on Ageing and Death’, Lancet, LL 
Tillich, Paul (1962). The courage to be. Fontana Books. 
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INTRODUCTION 


Psychotherapy is a psychological method of treatment which aims at 
bringing about changes in the patient through direct, mainly verbal 
communication. It differs from other psychological methods of treat- 
ment, such as abreaction, hypnosis or behaviour therapy, in that its aims 
go beyond symptom relief and are directed at bringing about changes 
in the patient’s personality by understanding his personality make-up 
and attitudes, the emotional problems underlying his illness, and 
y increasing his self-understanding. Intellectual insight, however, 
is only one of the factors which are effective in psychotherapy. The 
personal relationship between patient and therapist and the emotional 
experiences the patient undergoes in that relationship are now thought 
to be the main curative factors. 
Historically the importance of the doctor’s personal influence on 
1s patient has been recognized ever since professional methods of 
ealing have been in existence, but psychotherapy as a professional 
discipline has only been properly developed since Freud’s discovery 
of the place of unconscious mental processes in the origin of psychi- 
atric illness and the development of psycho-analysis as a treatment 
method. Since then, many different forms of psychotherapy have been 
developed and it must be realized that psycho-analysis, although of 
the greatest importance as a method of training and of research into 
mental phenomena is only one, highly specialized form of psycho- 
therapy with indications as well as contraindications of its own. 
The different forms of psychotherapy can be sub-divided according 
to three criteria: == tS 
y} Depth of understanding aimed at: ranging from exploration at a 
deep level in full-scale analysis through more limited exploration 
in analytically oriented psychotherapy to ‘superficial or minor’ 
Psychotherapy, mainly supportive in nature and conducted at a 
conscious level (see p. 255). 
Ë Frequency of treatment sessions: ranging from 5 sessions a week in 
/ psycho-analysis, to only one a week or fortnight or even less often in 
Supportive therapy. 
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3 Setting of treatment: ranging all the way from individual psycho- 
‘therapy, or joint interviews (for example, for married couples oy 
families) to small groups and whole therapeutic communities of a 
ward or even a hospital. 


ie PSYCHO-ANALYSIS (Sigmund Freud, 1856-1939) 
re ‘4 Usually five sessions of 50 minutes each per week; treatment mE 
„9^ from one to five years or longer, average two or three years. The 
patient usually lies on a couch with the analyst sitting behind him 
and uses free associations; special emphasis is put on explora 
unconscious mental processes, on instinctual problems connecte 
with sexuality and aggression, on dream analysis and ego-defences. 
Of particular importance is the development of the transference by 
which is meant that the patient relives in relation to the analyst past 
experiences and strong feelings, for example of dependency, of love 
and hate which he previously experienced in relation to other 
important persons in his life such as his mother, father or siblings- 
Transference phenomena play a part in all psycho-therapeuti¢ 
relationships as well as in ordinary life but in psycho-analysis their 
development is actively encouraged and interpretation of the yn 
ference phenomena is one of the most important therapeutic too 4 
in psycho-analysis. The analyst has to know and control his “he 
‘counter-transference’, i.e. strong feelings towards his patient TaS 
are at least in part the result of his own past experiences now re-live’ 
in relation to his patient. He interprets the meaning of the patient $ 
associations and communications to him keeping, at least according 
to classical psycho-analysis, his own personality and value systems 
and beliefs out as far as possible. O t 
The use of psycho-analysis as a treatment method is limited no 
only by social and economic factors but also by the patient’s suitability 
for analysis; this depends particularly on his motivation to undergo 
such treatment, a reasonable degree of intelligence, his capacity for 
reality testing and the absence of gross psychiatric, somatic an 
behavioural disturbances. Hence, psycho-analysis is useful particularly 
in the treatment of psychoneuroses and character disorders in 
reasonably young, well motivated, intelligent people. It is however, 
also being used for selected psychotic patients and borderline 
cases and in some psychosomatic conditions. It is a unique method 
for research into mental phenomena and for the training of psycho- 
therapists. A great deal of our knowledge of other methods of 
psychotherapy is ultimately derived from psycho-analysis, 
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Post-Freudian modifications 


Freud’s own daughter, Anna Freud, has drawn particular attention 
to the importance of the mechanisms of defence employed by the ego 
in mental functioning and she has also been responsible for the 
development of child psychotherapy using analytical concepts. 
Melanie Klein has laid special emphasis on the formative influences 
of the infant’s earliest experiences, especially in its relationship to its 
mother, including the importance of primitive, aggressive and 
persecutory fantasies, schizoid mechanisms of projection and intro- 
jection and the development of a sense of concern ,of guilt and of 
| feelings of depression. These concepts have laid the basis for her 
| method ofanalysis of children, using play therapy, and have also led to 
important modifications in the psycho-analytical treatment of adults. 
| The Neo-Freudians (Karen Horney, Erich Fromm) have laid x =: 
particular emphasis on the patient’s total personality and on the « 
influence of his interpersonal relationships and his social environment. & 


colhrud feet 


OTHER SCHOOLS AND METHODS 


accounting for similarities of mythological, religious and individual 
human concepts and symbols found in different societies and at 
different stages of development. He saw treatment through psycho- 
therapy essentially as a process of integration and ‘individuation’. 

he gap between Freudian and Jungian methods of analysis is 
narrower than it used to be although the two schools use different 
concepts, and Jungian ideas are often difficult to comprehend by 
those used to thinking in biological and scientific terms and are less 
easy to apply in practice. 


| Alfred Adler (1870-1937) 
Adler was another pupil and colleague of Freud’s who left the psycho- 
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analytic movement in 1911. He paid less attention to the unconscious 
and to sexuality and stressed instead the desire for power and the 
establishment of a sense of ‘personal achievement and superiority 
in one’s social setting. 


Existentialist concepts (Binswanger, Boss, Laing) 

These have developed mainly under the influence of the European 
school of Existentialist philosophy (Heidegger, Sartre). Emphasis is 
placed particularly on the patient’s actual conscious experiences 10 
relation to the world in which he lives, and on the real, as opposed fo 
the transference relationship between himself and his therapist in 
the ‘here-and-now’ situation. Particular attention is paid to ee 
need in human development to establish a firmly rooted sense 0 
existence, to be true to onself and to develop an identity of ones 
own. Problems of uprootedness and alienation are of particular 
interest to existentialist psychiatrists, and so is the need to accept 
anxiety, guilt and conflict as essential aspects of human existence. 
Therapists influenced by existentialist concepts, whether they are 
aware of this or not, allow themselves to bring into the treatment 
situation more of their own personality and of their own value systems, 
and to get more directly involved with their patients than more 
orthodox psycho-analysts and psychotherapists. 


Analytically oriented psychotherapy 

Here, the same concepts, especially those of unconscious and trans- 
ference phenomena and similar methods are used as in psycho- 
analysis and related schools but treatment is often more limited in 
its aims. Treatment sessions are usually less frequent, from one tO 
three sessions a week, the couch is used less often and treatment may 
only last a few months to a year or two. This is probably the common- 
est method of formal individual psychotherapy in use under the 
NHS at present. It can be used for patients with personality disorders, 
psycho-neuroses, psychosomatic disorders and even psychoses 
Provided the patient shows sufficient motivation and his reality 
testing and behaviour are not too seriously disturbed. 


Superficial psychotherapy 


Here, the emphasis is mainly on conscious problems and the psycho- 
therapist’s main task is to help the patient to talk about his problems 
and to express his feelings by being prepared to listen and to accept 
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him without bringing judgment to bear, and at times to reassure and 
support him. A great deal of the work of GPs consists of this type of 
therapy, often not in formal sessions but as part of their everyday 
contact with patients with psychological problems or psychiatric 
or psychosomatic symptoms, in the surgery or in their homes 
(see p. 255). 


Joint interviews and family therapy 


While in classical psychoanalysis the analyst only sees the patient 
and actively avoids contact with relatives, nowadays techniques of 
treatment are being developed in which husband and wife, and 
Sometimes whole families are seen together. This development is in 
eeping with our increasing awareness of the importance of inter- 
Personal, in addition to intra~psychic phenomena. 


GROUP PSYCHOTHERAPY 


Six to eight patients, both men and women, are treated together in a 
group by one therapist, the group leader, for 14 hours once or twice 
a week. In closed groups the composition of the group remains 
Constant for the duration of treatment—usually about two years. In 
open groups patients who leave or are discharged are replaced by 
others and the group can thus continue indefinitely. Patients are 
asked to talk freely about themselves and their problems and about 
their feelings towards each other and the group leader. The latter 
mainly adopts a listening role, except when he draws attention to 
Problems of individual patients, to their interaction and to what 
goes on in the group as a whole (Foulkes and Anthony, 1957). 

There has been a good deal of discussion whether group psycho- 
therapy should be used for the analysis of the individual patients in 
the group or whether the therapist should restrict himself to inter- 
Pretations of the behaviour of the group as a whole. Best results are 
obtained if the therapist adopts a flexible attitude; if by his own 
telative inactivity he encourages interaction between the group 
members; if he is prepared to make individual as well as group 
Interpretations and to pay attention to each individual patient’s 
past and present problems as well as to the here-and-now situation 
in the group. Occasionally it is useful to see a patient in individual 
Sessions as well as in the group, provided both treatments are 
conducted by the same therapist. 
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Group psychotherapy has not only got the advantage of being an 
economical method of treatment—hence it is widely used in National 
Health Service Out-patient Departments—but it also provides a 
very effective therapeutic experience for the group members. They 
learn to speak about topics which they have hitherto kept strictly to 
themselves, and the multiple interactions between each other and 
with the group leader and the changing attitude of the group as a 
whole all form the basis for often highly charged emotional experi- 
ences, as well as for interpretation by the therapist. Groups can be 
used for patients with a large variety of disorders, including ed 
sonality disorders, psychoneuroses, psychosomatic diseases an 
occasionally border-line cases and psychoses, the latter usually being 
treated in separate groups. Apart from this exception patients ae 
different disorders can be treated together in one group provide 
the age and intelligence range is similar. Patients who have nevm 
had a satisfying relationship with one other person and paranoi 
patients are better treated individually. 


Psychotherapeutic communities 


The principles of psychotherapy can also be applied to larger groups 
of patients, for example, all the in-patients in a ward or in one 
hospital (Jones, 1968). The patients and staff have regular meetings 
in which all the members of the group are encouraged to express 
themselves openly, the aim being to encourage better communication 
and mutual understanding. This method has been found particularly 
useful in the management of seriously ill neurotic and psychotic, 
particularly schizophrenic in-patients and in the treatment O 
psychopaths (Jones, 1952). It is also used in Day Hospitals. 


CONCLUSION 


The field of clinical psychotherapy, therefore, now constitutes 4 
large discipline of its own. ‘Minor or superficial’ psychotherapy 
plays a part in the management of almost every patient who consults 
a doctor. Even if the doctor is not aware of it, his personal approach 
and his attitude to his patients are bound to have an important 
psychological effect in addition to whatever physical treatment he 
is carrying out. The more aware he is of this, the greater the chances 
that his personal relationship to his patients will have a useful 
therapeutic effect. In fact, one important influence which psycho- 
therapeutic thinking has had on medicine as a whole is that it has 
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made doctors more aware of the role of their own personality and 
of their personal relationship to their patients. Balint’s groups for 
GPs have played an important part in promoting this development. 

Apart from this development, however, the different major or 
‘formal’ methods of more intensive psychotherapy described above 
Play an important part in the treatment of selected patients with 
Personality disorders and psychiatric or psychosomatic illnesses. In 
clinical psychotherapy a flexible approach is essential, the method 
of treatment and the concepts used will vary with the patient’s needs 
and the facilities available, and the different concepts and forms of 
psychotherapy can be combined with each other as well as with 
other methods of treatment, for example drugs, ECT, leucotomy, 
behaviour therapy, in-patient care and rehabilitation. 


7 FURTHER READING x 
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Bennet, E. A. (1966). What Jung really said. Macdonald. 
Brown, J. A. C. (1963). Freud and the Post-Freudians. Penguin Books. 
Dewald, P. A. (1964). Psychotherapy, a dynamic approach. Blackwell. 
Foulkes, S. H. (1964). Therapeutic Group Analysis. Allen and Unwin. 
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Jones, M. (1952). Social Psychiatry. Tavistock. 
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PSYCHOTROPIC DRUGS 


In the preceding pages various drugs have been listed under the 
treatment of each clinical syndrome and their indications, dosage 
and side-effects have been discussed. The following pages tabulate 
the main psychotropic drugs in clinical use at present: 
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Mechanism and site of action of psychotropic drugs 
Knowledge of the exact site and mechanisms of action of these 
drugs is still incomplete but the following facts are worth noting. 
1 The phenothiazine group of tranquillizers. These appear to act 
mainly on such sub-cortical structures as the reticular and limbic 
systems and the hypothalamus, in contrast to the barbiturates whose 
effect is mainly on the cerebral cortex. The sub-cortical structures 
mentioned are mainly responsible for the state of awareness, for 
emotional reactions and for the control of the autonomic nervous 
system and this may account for the fact that the phenothiazine 
group of drugs are of most use in the control of the major emotional, 
cognitive and behavioural disorders of psychotic conditions without 
interfering with consciousness. One of the actions of these drugs 18 
to block the effect of catecholamines and serotonin which are found 
in high concentration in sub-cortical structures of the brain. 
2 The anti-depressant drugs Both the tricyclic compounds and the 
mono-amine oxidase inhibitors raise the level of available mono- 
amines at the synapses in the central nervous system. The 
discovery that reserpine when used as a hypotensive agent could 
produce a severe state of depression and that it causes depletion of 
mono-amine levels in the brain led to the hypothesis that a lowering 
of mono-amines might be the biochemical mechanism responsible 
for depressive illnesses, The fact that iproniazid which inhibits the 
enzyme mono-amine oxidase can lift depression and lead to a state 
of mental Over-activity and excitement lent further support to this 
hypothesis. Since then various other mono-amine oxidase inhibitors 
have been found to be effective anti-depressants. The tricyclic 
compounds also increase the availability of free noradrenaline at the 
synapses but not by preventing the breakdown of mono-amines but 
by preventing the re-absorption of noradrenaline after its release at 
nerve endings. 
3 Stimulants. Amphetamine is the one best known and it acts by 
lowering the arousal threshold through its effect on the reticular 
activating system. 
4 Hallucinogenic drugs. The occasional clinical use of lysergic acid 
diethylamide to overcome resistances during psychotherapy has been 
mentioned. Mescaline is another hallucinogen which has been 
used mainly in research on psychoses on account of the fact that like 
LSD it can produce temporary psychotic manifestations, Both these 
drugs act on the reticular system and increase arousal thus leading 
to greatly increased awareness, 
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5 Abreactive drugs. These are various but their mode of action is 
generally to produce unconsciousness, followed by a trance-like 
State (see p. 237). 


OTHER DRUGS 


Besides the psychotropic drugs, there are others used in psychiatry. 
These are: : i 
I Sedatives and hypnotics to allay anxiety including its somatic 
manifestations; and to promote deep and untroubled sleep. The 
best known are barbiturates: but many non-barbiturates exist (see 
Table IT). ; 

2 Vitamins, especially Vitamin B complex, are used in confusional 
States, especially if associated with alcoholism. 

3 Insulin was used in the past to produce insulin shock or coma (see 
P- 239); as ‘modified insulin’ in small doses it promotes appetite and 
well-being, especially in anorexia (see p. 148). . 

4 Lithium carbonate has been used for mania and depression (see 
P. 75). ; , 
5 When organic changes are present, e.g. anaemia, „electrolytic 
disturbances, the various drugs appropriate to the organic condition 
must be used. . 

6 The anti-convulsants have been referred to in the section on 


Epilepsy (p. 119). 
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50 Drugs and psychotherapy 


THE COMBINED APPROACH 


Recent advances in psycho-pharmacology have had a profound 
effect on the treatment, course and prognosis of many of the more 
serious and incapacitating psychiatric disorders, especially the 
psychoses and depressive illnesses and, to a lesser degree, of con- 
ditions with anxiety as the predominant symptom. On the other 
hand, drugs alone cannot alter the personality disorders ances 
many of these conditions, nor can they affect the psychologic 
factors which so often play an important, and sometimes the major 
role in the origin of psychiatric illness, especially problems of inter- 
personal relationships and of adjustment to difficult life situations. 
These aspects of psychiatric illness will have to be dealt with by 
one or other form of psychotherapy, and by various social man- 
oeuvres aimed at changing the environment and at rehabilitation. i 

In clinical psychiatric practice all these procedures, physica! 
psychotherapeutic and social can and should be used, singly or n 
combination. The choice depends on the patient, his illness, his 
particular circumstances and also on the facilities for treatment 
available. It is unfortunate therefore that there are still some 
psychiatrists, those with a predominantly organic orientation, who 
believe almost exclusively in the use of drugs and belittle the 
importance of psychotherapy, whilst others, especially pIe 
analysts and psychotherapists with an exclusively psychologica 
orientation believe only in the value of psychotherapy and are 
antagonistic to the use of drugs in the treatment of any psychiatric 
patient. ; 

The reasons for this unnecessary and out-dated division are 
several. Treatment with drugs is the usual procedure in other 
branches of medicine and doctors are therefore more used to pre- 
scribing drugs than to realizing that psychological methods of treat- 
ment may be equally, or in some cases more important for a particular 
patient. Moreover, many patients expect to be treated with drugs 
and may be very resistant to the idea of being treated with psycho- 
therapy only. 
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On the other hand, it is true that by prescribing a drug too readily 
both the doctor and the patient may overlook the relevance of 
important psychological aspects and the patient may thus be denied 
psychotherapeutic help which he may badly need in order to resolve 
underlying emotional and/or inter-personal problems which have led 
to the development of his illness. Sometimes it is the doctor who 
lacks the time or interest to deal with these psychological problems, 
even when the patient feels that what he really needs is under- 
standing and not physical treatment. On other occasions the doctor 
may realize that the patient needs psychotherapy but the patient 
May insist on being treated with drugs because he is unwilling 
to accept his doctor’s advice. In clinical practice it is just as wrong 
to withhold psychotherapy when this is indicated as it is wrong not 
to prescribe drugs when the patient’s condition demands it, and in 
many cases both will be needed either in succession or simultaneously. 

Some pyscho-analysts and psychotherapists have been reluctant 
to accept that while their methods of treatment are very valuable for 
patients with psychoneuroses and personality disorders who are 
relatively free from gross disturbances of behaviour and are more or 
less in touch with reality, many psychiatric patients who come under 
the care of the general psychiatrist are quite inaccessible to psycho- 
therapy because of their disordered behaviour; they may be threaten- 
Ing suicide, assaulting others or taking drugs or alcohol, or suffering 
from gross delusions and hallucinations. Such patients need treat- 
ment with physical methods of treatment, often in hospital to begin 
with and it is here that modern drug treatment has brought about 
the greatest change. It should be noted, however, that under such 
Conditions a drug to calm down a patient is sometimes given less 
because the patient needs it and more in order to protect others, to 
Preserve peace in the ward, or to allay anxiety in the staff (including 
the doctors). One also tends to overlook the unpleasant effect of 
certain drugs such as large doses of phenothiazines or anti-depres- 
sants; these are partly due to their side effects but also because they 
may make the patient feel that his feelings, thoughts and actions are 
no longer his own but are influenced by the drugs. 

Once the acute symptoms have been brought under control the 
patient may be ready for some form of psychotherapy; in fact the 
advances in psychopharmacology, far from having reduced the 
demands for psychotherapy have increased it by making patients 
accessible to a psychotherapeutic approach who would without drugs 
not have been able to co-operate in a psychotherapeutic relationship. 
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Treatment with drugs and psychotherapy can then be pel 
combined and, later still, treatment with drugs can sometimes að 
discontinued while psychotherapy continues to help the patient 
resolve his problems sufficiently to prevent relapses in the are 

Even in less seriously disturbed patients drugs may be used initi rl 
to control acute symptoms; but, especially in psychoneurotic age á 
the condition should be re-assessed as soon as the crisis is over ae 
the possibility of psychotherapy considered. It is often useful to c 
such patients into one’s confidence by telling them that or a 
given a drug for relief of symptoms but that as soon as poen be 
attempt should be made to understand and deal with the psycholog 
problems which have caused the illness. p "E 

Once a patient is in psychotherapy he may get temporarily A ng 
anxious or depressed when he becomes aware of the under T 
reasons for his symptoms. Occasionally he may need treatment A 
drugs at this stage but usually it is preferable for him to work or z 3 
such periods of anxiety or depression in treatment as this consti ho? 
an important part of insight-directed psychotherapy and Pe ie 
analysis. If in doubt, close co-operation between the GP and psy¢ 
therapist is essential. N ically 

Tf the patient is inaccessible to psychotherapy, or if he is siren A 
ill, or if no psychotherapeutic facilities are available, a ape ge 
of drug treatment and supportive psychotherapy may be the it 
practical method of helping him, particularly in crises or W 
exacerbation of his symptoms. 


THE DOCTOR’S ATTITUDE 


It must be remembered that the effect of a drug will not ied 
depend on its pharmacological properties but on the attitude g de 
doctor, his belief or lack of belief in its efficacy; the patient’s ap 2 
to his doctor will also influence his (the patient’s) response. 
placebo effect of drugs and the effect of suggestion and gouna a 
suggestion are well known. This often makes it difficult to assess t 7 
effectiveness of a particular drug accurately in the individual patien ; 
We are even more uncertain about the exact effects of the differen 
forms of psychotherapy although in an individual patient one may 
have no doubt about its effectiveness. In clinical practice in psychiatry, 
as in many other branches of medicine, we often have to do the 
best we can with what we have available and we cannot refuse to 
use drugs or psychotherapy or both because as yet the scientific 
proof of their exact value is lacking or incomplete. 
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\ DRUGS FOR ABREACTION 


(Drugs may also be used in combination with psychotherapy for 
abreaction techniques, that is, to break through the patient’s resist- 
ances and allow him to recover repressed memories and emotions, 
and express them with the therapist present. Such procedures have 
their dangers, but they have also considerable advantages, e.g. in 
Saving time, and so can be used for patients for whom psychotherapy 


P. 154), this benefits psychosomatic symptoms. 
Methedrine has unfortunately led some patients to become addicts, 
and must be used with caution. Opinions vary considerably on 


€come psychotic or suicidal. 


“ 51 Hypnosis 


Hypnosis has a long history in psychiatry; and it seems to have been 
used in classical Greece with or without the aid of drugs. States of 
extreme suggestibility, release or repressed emotion, and impulsive, 
often violent action, with abrogation of personal responsibility have 
all been recorded. They were sometimes attributed to divine influence ; 
sometimes studied scientifically, and sometimes used for therapeutic 
purposes. 
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Sargant (1957) draws a parallel between the states of collapse, 
suggestibility and sometimes ecstasy produced by such (apparently) 
diverse procedures as Bacchic frenzy, Voodoo, brain-washing, 
revivalist teaching and psychotherapy: music, the herd instinct, 
physical exhaustion, drugs and all the mechanics of staged demagogy 
can all play their part in different circumstances. Scientific dis- 
coveries of techniques and drugs have undoubtedly been used to 
damage as well as to heal. 

More specific interest in therapeutic hypnotism stems from the 
work of Mesmer which was mainly concerned with neurotic ate, 
Freud used hypnosis under the influence of Charcot, to treat hysterica 
symptoms before he developed the technique of psycho-analysis. 
Since then its use has fluctuated with fashion: and today there are 
some psychotherapists who use it as part of their treatment and have 
considerable skill in it and in selecting suitable patients. 


THERAPEUTIC USE 


a at 
In practice there are two main uses of the hypnotic state: a pa 
may be able (1) to express hitherto repressed material and (2) sa 
accept strong suggestions which may help him to overcome oS 
fears or habits, or some physical symptoms. Both may clearly is 
useful in psychotherapy. A few people respond very well to Lana 
to overcome fears, e.g. stage fright, or asthmatic attacks (Magon 1 
1955). It can also be used to prevent pain during labour or_denta 
treatment. Patients can also be taught to use auto-hypnosis, ¢-8- 
asthmatics. j 
To obtain abreaction, when necessary, hypnosis is often valuable. 
But although stage shows indicate that a few people are very easy tO 
hypnotize, it is not easy to detect in advance who these are and an 
attempt to hypnotize a patient which fails, undermines his confidence 
Some, for this reason, and others because they fear hypnotism may 
produce dependence, prefer to use drugs, such as pentothal (see 
P- 237). Symptom substitution has also been recorded, for example 


asthma may be replaced by dermatitis (Black, 1965). 
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52 Shock therapy 


Two methods of treatment, convulsions and coma, both loosely 
described as ‘shock therapy’, owe much to the inspiration of von 
Meduna, in Budapest. Believing schizophrenia and epilepsy to be 
antagonistic diseases, he gave epilepsy, artificially, to his patients by 
injecting camphor preparations. Some success in this led him to do 
the same for depressives, who did better. But his method was risky, 
Inaccurate, and unpractical and was soon superseded by electro- 
Convulsant therapy. Meanwhile Sakel in Vienna developed insulin 
coma treatment. ~ . 

Electroconvulsion therapy (Electroplexy or ECT), was introduced 
by Cerletti and Bini (1937), who designed a machine where electrodes 
are placed one on either side of the head in the posterior frontal 
regions and the passage of the current produced a major convulsion. 

his, however, was distressing and dangerous, from fractures often 
Of transverse processes of the spine, occasionally of the femur. Now, 
therefore, an anaesthetist gives pentothal and a short-acting muscle 
relaxant beforehand. Oxygen is required while the consequent 
respiratory paralysis lasts. The patient recovers consciousness in a 
few minutes, but may be confused and forgetful, especially of names. 
An average course consists of treatment given twice weekly 6 to 12 
times. This can be carried out as an outpatient if relatives are 
Co-operative. Light work the same day is possible. = ys 

ECT is of proved value, especially in depressions, and its risks are 
now negligible with the above procedure. It is, however, sometimes 
difficult to arrange, and interferes with work. Drugs are therefore 
generally tried first; but its use should not be delayed if these are 
ineffective. Its mode of action is still obscure. In some cases of 
recurrent depression it appears to be rather less effective in each 
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attack, and patients tend to get progressively more afraid of treatment 
with ECT. EN 

Insulin shock (Insulin Coma) consists of giving the patient i 
creasing insulin daily till hypoglycaemic coma occurs; this ye 
stopped by glucose after an hour or so. It was used successfully 2 
many schizophrenics, but was dangerous, and required many an 
very well trained staff. It has now been superseded by drug therapy, 
with or without ECT. 


53 Learning theory and 
the behavioural therapies 


Behavioural therapies comprise a variety of psychological techniq 
which aim to treat patients’ problems directly by pycha 
means. Some of these techniques differ widely from one anot 7 
both in their method of application and in their clinical indication ; 
Each of these techniques aims to modify a limited aspect of of 
patient’s disorder, and has to be used within the broad context 

overall clinical management. Some of these techniques are ii 
upon principles derived from experiments on learning. The mo 


important techniques in use at the moment are as follows: 


1 DESENSITIZATION 


(Synonyms: deconditioning, counterconditioning, reciproca 
inhibition). 


Technique 


Desensitization is a method to reduce phobias by slowly accustoming 
the patient to the phobic situation while he is relaxed. Before desen- 
sitization is begun the patient draws upa list of all his phobic situations 
from the least to the most frightening stimuli. Desensitization is 
usually applied first in imagination (a method introduced by Wolpe) 
and then in practice. During desensitization in imagination the 
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Patient is relaxed systematically in a comfortable chair and is asked 
to visualize repeatedly a mildly phobic situation until he can tolerate 
that image without fear. Then he is asked to imagine more frightening 
fantasies until finally he can tolerate all his phobic situations in 
fantasy. He is then asked to rehearse in real life what has already 
been dealt with in imagination. 

N Desensitization is effective in selected cases, and the technique 
itself can be learned quickly. However, it can be a boring and lengthy 
procedure. On average 18 or more sessions are required to produce 
worthwhile improvement. To reduce the labour involved patients 
with similar phobias are sometimes treated by group desensitization, 
and recently workers have used tape recorders to simplify the 
procedure, 

In the desensitization of children where it is difficult to counteract 
Phobic anxiety by relaxation, one can instead use other pleasant 
Stimuli such as sweets or social rewards. In phobic children desen- 
Sitization can also be done by modelling—the children (singly or in 


groups) watch fearless models slowly engage 1n increasingly intimate 
contact with the phobic situation. 


Indications 


Desensitization is most useful in circumscri 
complicated by multiple other symptoms. 
other conditions where focal anxiety is a problem, c 
whose attacks are triggered off by particular recurrent stresses, in 
functional diarrhoea or urinary frequency with definite environ- 
mental triggers, and in sexual fears which may produce frigidity or 
impotence. 


bed phobias which are not 
It can also be helpful in 
e.g. in asthmatics 


Mechanism of action 
Several ingredients are combined in the d 
each of which play their part. These include 
1 the relaxation procedure 
2 the habituating effect of repeate 
stimuli 
3 the counterconditioning effect of simultane 
presentation of the phobic stimuli 
4 suggestion, expectation of improvement an 
variables. 


esensitization procedure, 


dly seeing the same phobic 


ous relaxation and 


d other cognitive 


24I 


Part SEVEN 
2 AVERSION 


(Synonym: negative conditioning.) 


Technique 


While desensitization helps a patient enter a situation he previously 
feared, aversion tries to do the opposite, viz, to stop a patient nan 
engaging in particular behaviour by associating that behaviour wit 
noxious stimuli. A TENE 

In the past chemical aversion was often used, the noxious sinn 4 
usually being nausea and vomiting induced by apomer | 
injections. Recently electric aversion has supplanted pe 
aversion because it is safer, less unpleasant, easier to administer an 
more precise in its application. r 

Blectric shocks ka ca to the arm or leg from a battery anyer 
shock box while patients carry out their deviant behaviour in E 
ation and in practice, €.g. a transvestite will receive shocks while a 
has a fantasy about cross-dressing, and later while he actually pra 
on women’s clothes. From 10 to 30 sessions may be necessary 
reduce or eliminate his problem behaviour. 


Indications 


These are not yet clear. Theoretically any patient who wishes he 
lose a given behaviour could be given aversion. Patients must = 
fully co-operative and highly motivated. So far aversion has i s 
most useful in sexual deviants who wish to lose their attraction kA 
deviant objects or situations, e.g. transvestites, fetishists, sa A 
masochists, homosexuals. Experimentally, aversion has also bee 


A P A aie : ar 
given in alcoholism, drug addiction and smoking, but results so f 
are inconclusive. f js 


Mechanism of action 


; Baeri T : ith a 
Aversive conditioning acts by pairing the problem behaviour pelo 
noxious stimulus. Suggestion, satiation and other non-spech 
factors are inevitably present, but play a smaller role. 


Aversion relief 


A method of treatment by which the cessation of shocks is made to 
coincide with behaviour which it is desired to encourage, e.g. a 
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phobic patient may receive a series of shocks which are terminated 
by his entering the phobic situation. The method is still purely 
experimental. 


3 OPERANT CONDITIONING 


(Synonym: instrumental conditioning.) 


Technique 

A method of shaping a patient’s behaviour by reinforcing his 
behaviour with appropriate rewards or punishments, e.g. delinquents 
have developed social and learning skills by systematically being 
given graduated set tasks which lead slowly towards the desired 
behaviour, rewards being given for completion of each part of a 
Sequence of behaviour—the reward may be points, money, social 
approval, aversion relief or other reinforcement. The theory behind 
this technique is discussed later in this section. 


Indications 
These are still unclear. Useful results have been obtained in develop- 
ing skills in defective and autistic children, in delinquents, and in 
institutionalized patients such as chronic schizophrenics. 


4 OTHER METHODS 


Bell and pad treatment for nocturnal enuresis 
The enuretic patient sleeps on a bed which contains special apparatus 
which rings a loud bell to wake him up when he voids urine in the 
bed. This method has been used extensively; it is bound to be 
associated with encouragement and interest, which may themselves 
be of therapeutic value (see p. 180). 


Assertion training 
A method in which patients are taught to assert themselves at 
appropriate moments when previously their shyness had prevented 
them from acting realistically. 


_ Negative practice 
(Synonym: massed practice.) A method of eliminating behaviour 
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by getting the patient to carry out that behaviour very sie 
in a short space of time. Has been used in tics and facial spasms wit 
tenuous results. 


Behaviour modification 


In this method, the patient’s interactions with other people are 
analysed in detail to determine the source of some of his difficulties. 
He is then helped to modify those behaviours which are inappropriate 
and instead to develop more fruitful modes of social interaction. 
This method is indistinguishable from more conventional active 
Psychotherapy. Behavioural therapists use this approach in patients 
with personality problems. 


Relationship between Patient and Therapist in Behaviour Therapy 
As in any therapy the patient’s relationship with his therapist 
may influence the results of treatment. A good working relationship 
is necessary for success and best results are obtained with a T 
encouragement of progress although it has been reported tha 
desensitization has been applied successfully with a tape recorder 10 
the absence of a therapist. Patients may become dependent on the 
behaviour therapist and negative transferences may develop and may 
lead to interruption of treatment. In behaviour therapy, unlike 
psychotherapy, such transference phenomena are not interpreted; 
a certain amount of discussion of the patient’s personal problems 
and emotional conflicts is, however, carried out by some behaviour 
therapists in addition to the other techniques. 


THE ROLE OF LEARNING THEORY 


Behavioural therapists often claim that their techniques derive 
from learning theory. Learning theory is that system of ideas and 
Principles which attempts to describe and predict the observed 
phenomena of learning in all organisms. i r 

Learning is usually held to mean a relatively permanent change in 
potential behaviour which occurs as a result of practice. We can only 
observe this change in potential behaviour by studying actual 
performances of an animal or man, and performance may reflect the 
level of learning relatively accurately or inaccurately, as every 
examination candidate knows. Learning is the hypothetical process 
which underlies the observed change in performance. 
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Learning may be reinforced by certain conditions which are very 
varied and which have no obvious common element beyond their 
ability to favour learning. 

We have defined learning as a permanent change in behaviour 
which occurs as a result of practice. The term ‘practice’ need not 
Tales to any observable event. Learning can take place when stimu- 
lation of the central nervous system is substituted for the usual 
external stimuli, and in the absence of any overt motor response. 
This suggests that the critical event in practice is some unknown 
process in the central nervous system. 


Learning and conditioning 

These two terms are often used interchangeably. Conditioning refers 
to the process of training which results in the formation of new 
links between stimuli and responses. The term learning in fact 
includes conditioning, but is much broader since it covers a wide 
range of processes from the simple classical conditioned reflex to 
complex human problem solving. There are two main forms of 
conditioning, classical and operant conditioning. m 

I Classical conditioning example (synonym: contiguity conditioning, 
Pavlovian conditioning). A meat pellet placed in the mouth of a dog 
will produce salivation. If a bell is sounded several times shortly 
before the meat pellet is placed in the dog’s mouth, the bell eventually 
also produces salivation even when it is sounded alone. Salivation to 
the sound of the bell is the new link which has been established—this 
1S the classically conditioned response. AP 

2 Operant conditioning example (synonym: instrumental conditioning, 
Skinnerian conditioning). A hungry rat is placed in a sound-proof 
compartment which contains, say, a lever which can be pressed 
down. The animal will wander around the cage and by chance 
eventually will press the lever, whereupon a small food pellet is 
delivered into the cage. Gradually the rat learns to press the lever 
repeatedly to obtain food until his hunger is sated. The rat is instru- 
mental in making the new response to obtain food by operating on 


his environment, hence the terms for this process.  —— 
Classical and instrumental conditioning have certain differences 


but recent evidence suggests a fundamental unity in the two processes, 
Because the conditioning situation is simple and well-controlled, it 
is a fruitful source of postulates from which deductions can be made 
concerning complex learning. However, conditioning principles are 
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still much too simple to account for most human behaviour, and ve 
is as yet no agreed theory which adequately describes all facets o 
learning from the simplest conditioned reflex to complex human 
problem solving and creativity, 


RELEVANCE OF LEARNING THEORY 
TO PSYCHIATRY 


Learning theory is relevant in psychiatry to the extent that psychiatric 
disorders are learned or psychiatric treatments employ learning 
Principles. The extent to which this is true is not easy to decide nat 

It is hard to identify which psychiatric disturbances can ar 
be regarded as disorders of learning. Some neurotic disorders can i 
understood partly as disorders of learning. For example, a 
Phobias not uncommonly are acquired in situations analogous 2 
those of classical conditioning. Some personality disorders can a's 
be seen partly as maladaptive behaviour due to faulty social learning. 
On the other hand, it is hard to see how it is useful to regard an 
obsessional fear of harming one’s child as a disorder of ae! 
Learning plays some role in certain psychiatric conditions, usually 
in conjunction with other variables as well. ; a 

Which psychiatric treatments employ learning principles? Ther i 
are many different principles of learning, and some Lena 
techniques do seem to employ some of these principles. For examp n 
operant conditioning methods by which new skills are taught t 
delinquents or autistic children seem to be based upon i ag 
principles originally worked out in laboratory experiments. 1 
contrast, other techniques like desensitization only acquired ther 
learning theory veneer after they had already been suggested p 
used without learning principles in mind. Nevertheless, once t h 
technique was developed ideas from learning theory did sugges 
ways in which desensitization could be improved upon. 


REFERENCE 
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54 Treatment by psychologists 
and others 


TREATMENT BY PSYCHOLOGISTS 


In most psychiatric departments, psychologists participate in various 
forms of treatment, including those based on learning theory, 
©8- behaviour therapy (see p. 240), and those derived from the study 
of inter-personal relations and group processes, which provide the 
theoretical background for group psychotherapy. 

In child guidance departments most psychologists undertake 
remedial education with children whose attitudes to learning need 
Modification, or those with unusual cognitive difficulties. Á 

Vocational advice may be given by the clinical psychologist to 
School-leavers who have difficulty in deciding upon a suitable career, 
°F to adults who have to change their occupation because of physical 
or mental ill-health or deterioration. On the basis of a very full 
assessment suggestions as to suitable types of occupation, and 
Comments on the situations in which the patient may function fully, 
and on those he would do well to avoid, can be communicated to 
Occupational therapists, rehabilitation units or employers. 

Certain adults and children may respond well to a supportive type 
of therapy, the objectives of which are to give the patient some self- 
knowledge with a view to strengthening his ego and his capacity 
for decision making. Counselling along these lines is sometimes 
undertaken by psychologists. 


Assessing results of treatment 


The extent and kind of change that has followed treatment 1s much 
more difficult to assess in psychological medicine than mOnt other 
branches of medicine. But changes in the patients responses to 
projective tests or tests of intellectual functioning can be of use an 
assessing, e.g., whether the patient is really ‘better’ or whether his 
conflicts remain although the original symptom has been rep laced 
by another; or what has been the most important factor responsible 
for improvement. 
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RESEARCH 


Psychologists are trained in research design and methodology, and 
therefore often Cooperate with non-psychologist colleagues, or advise 
them on planning research, as well as initiating their own projects. 

Much research by clinical psychologists is concerned with tise 
and refining psychological techniques of various kinds, e.g. to aegloes 
thought processes, to Predict suitability for treatment of variou 
forms, and to assess the extent and nature of changes following 
treatment. 

Where research units have been formed, programmes of a more 
ambitious nature are undertaken to study, e.g. the sae 
of particular patient groups, the effects of controlled social a 
the epidemiology of mental illness. Generally these are collaborativi 
studies with colleagues of other disciplines. eds 

Special problems arise in the use of classical experimental met r 
in psychological research in the clinical field because of the difficulty 
of controlling the large number of variables involved, and of Pen 
control groups (e.g. an ‘untreated’ group to match a ‘treated BrouP, . 
A good deal of research is being done on new techniques which may 
prove useful in this type of investigation (Eysenck, 1961). 


TEACHING 


Psychologists participate in many of the teaching functions oc 
psychiatric department. In addition to the training of junior psycho 4 
gists, this may include seminars and discussions with doctors p 
paring for the Diploma of Psychological Medicine, medical students, 
psychiatric social worker students and nurses. naf 
Their particular part in this teaching covers the payoholog es 
aspects of mental growth and development, studies of proce 
involved in the acquisition and use of skills and of influences on the 
integration of individual and social behaviour. ‘ 
Within the considerable range of function for clinical a eager 
it is unusual for one psychologist to undertake all the types of wor! 
described above and where staffing arrangements permit there z 
usually some specialization. As yet it is seldom that the research an! 
the clinical needs of psychiatric departments are both adequately 
met, and the single-handed psychologist usually concentrates either 
on the clinical or on the research side, according to his own training, 
abilities and interests, and to the special demands of the department. 
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ee a op priority to the Departments of Psychiatry 
a eneel h ologists are increasingly consulted by other departments 
The Sp mew ge in particular those of Neurology and Paediatrics. 
Seca, ion of more psychology in medical education and the 
this A ie of clinical psychologists is likely to hasten 
eter es The wide relevance of psychological studies to 
of subjects an problems is resulting in research reports on a variety 
fon (1962}) pine pre-operative medication and memory (Hethering- 
itacthons 2 7 e stress of surgery (Briskin (1965)), psychological 
Patients : illness and hospitalization in a group of medical In- 
birea ( pelman and Ley (1966)), emotional disturbances in 
children (Woodward (1959)). 


ANCILLARY THERAPY 


So 

lioa 2S of therapy may be called an 
drugs a alone, but in conjunction wit! 
help, . They are certainly not to be despised, 


cillary in that they are 
h psychotherapy and/or 
and some give valuable 


Ths Occupational therapy 

an omi at enabling patients 

and a gain insight into their con 

therefore fa P tojon, annia personal 

letme aa more than enabling a disablec 

depresi, though even this may be of value in preven 
ion and withdrawal. 


to express thoughts and feelings, 
flicts by providing a task to fulfil, 
relationships to handle. It is 
bled and bored patient to pass 
ting or alleviating 


T Art therapy 

a Ei similar aims, and many patien ; 

tainly chalk or plaster clay, even if they have had no technical 

ee g in drawing or sculpture. Once this has been done, verbal 

th ssion may be easier. It is to be recommended as an adjunct to 
erapy, both to reduce resistances, and to save time. 


ts can express feelings in 


Music 
Composing, playing or 
value. Curiously little work has been 
though nearly everyone recognizes its effect on 


even listening to music may have similar 
done on the use of music, 
moods, either in 
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listening or in playing an instrument, and its success in treating 
the depression of King Saul by David was recorded. 


Physiotherapy 


Set programmes generally exist in a psychiatric unit, for it can be of 
great assistance in relaxing the chronic tension of anxiety which may 
have produced not only muscular tension but also a faulty posture, 
which in turn needs re-education. This applies, for epee 
faulty head-neck posture, which may produce headache and a pain! a 
neck. Physical relaxation also leads indirectly to mental ee 
and patients can be taught how to practise relaxation by themselves. 
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55 Psychosurgery 


Brain surgery has been used for a variety of conditions, the best- 
known being comprised under the general heading of leur oan 
but other approaches have been successful and will be first considered. 


TEMPORAL LOBE OPERATIONS 


Patients with personality disorders associated with temporal lobe 
epilepsy have improved as the result of removal of temporal gyt, 
or temporal lobectomy, especially if there is a focal macroscopic 
lesion, but also where there is hippocampal sclerosis, Drug treatment 
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for such cases i 
> is often unsuccessful. If so, operation should b 
considered (Sargent and Slater, 1963). : i 


CINGULECTOMY 


ioe procedures involving the cingulate gyrus have been 

CaA including ablation bilaterally of its anterior half (by 

erein a 198 1). Although the results are less likely to be sustained 

SA Salientar evidence that this procedure has a more definite effect 
Rec s with obsessive features. 

Ea ently it has had some success in s 

(Kni n and impulsive action having 
hight, 1967). 


elected cases of schizophrenia: 
been considerably relieved 


LEUCOTOMY 


Leu P 

P ee means literally ‘cutting 

fein cribe operations on the frontal lobes of man which, by inter- 
g with the interplay of activity between the cortex of the frontal 


ob : 
es and certain parts of the thalamus and hypothalamus, cause 
ation may thus be used to 


i In ‘emotional tone’. The operatic 7 d t 
diego for patients suffering from a wide variety of psychiatric 
Sm ak in which emotional factors and anxiety are prominent 
ate Ptoms. It will be appreciated that the extent and location of the 
gical lesion will clearly have a bearing on the degree of change 


f 3 g 

ales Earlier operations were radical in nature and had many 

advantages and poor clinical results. In the past 20 years the 
refined and reduced 


an has been modified in a variety of ways, 
M ent so that serious adverse effects are now seldom encountered. 
any doctors, remembering the earlier procedures and their adverse 
me still tend to generalize about ‘leucotomy’ with the result that 
uitable patients may be denied the benefits of the modern procedures. 


white matter’. The term is used 


History 
The first operation was conceived by t 
trist Egaz Moniz who persuaded his neurosurgical colleague Almeida 
Lima to operate on the frontal lobes of some 20 patients suffering 
from severe schizophrenia. Their first report appeared in 1936. 
(Moniz was a remarkable man. He had introduced cerebral angi- 
ography into neurology in 1927 and had represented his country as 
Finance Minister at the Treaty of Versailles in 1919). Moniz based 
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his ideas on the experimental work on the frontal lobes of ee, 
panzees of the physiologists J. F. F: ulton, C. Jacobsen and M. Kennar 
(1935) and the earlier work of Victor Horsley, who had shown, A 
ablation experiments, that a profound reduction in the anima 
emotional responses’ was produced by bilateral frontal lobectomy 
The so called ‘standard leucotomy’ was developed by Freeman er 
Watts in 1942 in the USA and by W. McKissock in Britain. This tly) 
an extensive incision of the pre-frontal white matter (bilatera K 
just anterior to the tip of the anterior horn of the lateral ventric : 
carried out through laterally placed burr holes at the coronal — 
Though encouraging results were obtained in many patients, sae 
Procedure was too often associated with unsatisfactory seque “i 
apathy, irresponsibility, lack of judgment, incontinence and same 
times seizures. From this, as indicated above, opposition on mor 
and ethical grounds developed, both in medical and lay circles. 


Recent modifications 


Since the late 1940’s many modifications of the original eure 
have been carried out, All these have attempted to be more ie 
but in the absence of completely reliable information concerning aa 
neuro-anatomy and neuro-physiology of the frontothalamic a i 
hypothalamic pathways in man, the operations have remained lape 
empirical. It was soon observed that the desired clinical effects es 
obtained with the least adverse sequelae when the lesion was re 
the medial half of the prefrontal white matter and particularly int 
inferior medial quadrant. This appeared to interrupt fibres radiot mE 
to and from the thalamus and hypothalamus to the grey matter of n 
orbital surface of the frontal lobes. Certain other radiations to a 
cingulate gyrus (above the corpus callosum) were also found to 
important. E 

Several procedures incorporating these observations are now 
current but all probably depend for their success and lack of See 
Sequelae, not only on their location, but upon the guantity of whi 
matter divided. 

The operations most frequently carried out in Britain at the present 
time are: 
1 The ‘Bimedian’ section of Poppen. Section of the upper and lower 
medial quadrants of white matter. Virtually the medial half of the 
original operation of Freeman and Watts. a , 
2 The ‘Rostral’ operation of McKissock. This is similar to Poppen’s 
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eee but carried out rather more obliquely forward but still 
Avolving the medial part of the frontal white matter. 
Os Inferior Quadrant’ operation of Jackson. This approaches 
ies res of the medial inferior quadrant and the lateral quadrant 
S m a burr hole placed laterally as in the Freeman and Watts 
i i A more extensive procedure surgically was devised by 
rantham in USA to divide the inferior medial quadrants only. 
é Orbital Undercutting.’ This operation was devised in 1949 by 
arena in USA and practised extensively in Britain by Knight since 
hat time. It involves the division of the fibre projections to and from 
the orbital, or inferior surface of the frontal lobe. The operation is 
carried out under general anaesthesia via two large trephine discs 
Sited parasagittally immediately above the frontal air sinuses. In the 
Past few years Knight has developed a stereo-taxic procedure to 
insert a palisade of Yttrium go seeds just anterior to and below the 
head of the caudate nucleus to create a lesion at the zone of outflow 
and inflow of fibres passing to and fro between the thalamus, hypo- 


thalamus and the orbital surface of the frontal lobes and the cingulate 


gyrus. The results are at least comparable to those obtained from open 
ght, 1969); with even 


Operation in states of emotional tension (Kni 
less risk. 


Indications and results 

The results of these modifications are very encouraging. The orbital 
undercut operation’s immediate results are often remarkable. Many 
patients who have been ill and miserable for years, and untreatable 
by psychotherapy and by other physical means, have responded 
dramatically and have again been able to enjoy life and perform their 
previous jobs, without any sign of psychological or moral deteriora- 
tion. Some describe themselves as ‘freed’ and their friends and 
relations concur. 

Long term results are more difficult to assess, but a long term sur- 
vey by Sykes and Tredgold (1964) shows that it can be expected that: 
1 Recurrent endogenous depression will lift and not recur. 
2 Chronic reactive depression will lift. 
3 Chronic anxiety will improve. 
But in (2) and (3) psychotherapy may 
4 Obsessions, fears or compulsions W. 
psychotherapy is certainly advisable. 
5 Hysterics, schizophrenics and psych 
except that symptoms of acute emotion 


still be needed. 
ill diminish, but subsequent 


opaths are not likely to benefit, 
al tension may be diminished. 
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6 Psychosomatic conditions may also be improved, e.g. Rosacea. 

In these conditions, therefore, an undercut should certainly be 
considered, if other treatment is unsuccessful; but it is essential 
before recommending operation to discover how much psychotherapy 
and social support will be required after operation, and to arrange 
that this will be available. Further, the risks must be assessed. 


Ill effects 


Though these have been exaggerated (see above) they do occur: 

1 The mortality rate is about x “5%. 

2 Personality deterioration, as described above, rarely occurs. 

3 Increase of appetite and weight is common. ‘ 

4 Epileptiform convulsions may occur in the five years after operation, 

generally in a group of several together; they can be controlled by 

anti-convulsants, d 
Patients suffering from (3) and (4) almost unanimously regar 

them as worthwhile in view of their general improvement. 


Relapses 


These have occurred in small proportion; they are seldom permanent. 
They occur under stress and generally respond to psychotherapy 
or drugs, even when the original illness did not do so. Occasionally, 
relapses have been Successfully treated by a second leucotomy. 


The future 


It is possible that leucotomy will be superseded by the further 
advances in drugs which are being made. It seems also likely ar 
with increasing surgical precision we shall be able to recommen 
leucotomy for carefully selected patients at a much earlier stage 1n 
their illness than we do at present, and with less fear of ill effects. 
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56 Superficial psychotherapy in 
general practice 


Psychiatric cases form a large proportion of any general practice 
(Hopkins, 1955), and only a determined GP can shut his eyes to 1t. 
Estimates range from a tenth to a third of patients (see p. 130), 
with a high peak for middle aged women. This is mostly minor 
illness: it will certainly occupy much of the GP’s time: whether this 
1s frustrating or constructive will depend on his ability to select 
cases he can help and to develop his own skill in handling them. 
There is no doubt that many general practitioners, as well as 
Many consultants in various specialities in hospital, carry out 
Superficial psychotherapy with great success, but sometimes without 
Much awareness of what they are doing. ‘Their experience and 
Personality have developed in them a sensitivity to the ee 
needs and a skill in meeting them which has been part of the art o; 
medicine much longer than there has been formal psychotherapy. 
Nonetheless, some doctors have unfortunately been less successful, 
and their attitude to the subject has produced misery and resentment 
in the patient and more work for themselves (or, more often, for 


their colleagues or neighbours). E ers 

Yet the GP in many ways, is in a very strong position to help the 
patient and in some, he has the advantage over the psychiatrist. He 
knows (or should know) the patient’s background. He has oppor- 
tunities for informal talks, and so avoids the resistance felt by patients 
at going to visit a psychiatric outpatient department (especially if 
this is, quite wrongly, seen as the first step to the mental hospital). 
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The conduct of the first interview has already been discussed 
(see p. 2) and its value in providing ‘first aid’ has been emphasized. 
It is possible that this may be enough to let the patient find his own 
readjustment. But a second interview must be arranged to check 
what has happened and it may well be that the GP needs to go further, 
so he will need more skill and more support. Recently, therefore, 
more systematic efforts have been made to teach the basis of this 
approach to students and to help GPs develop and assess their skills 
and attitudes. 

Undergraduate experience is being increased by providing supe! 
vision for medical students to take suitable cases on for treatment 
(Ball and Wolff (1963), Wolff (1967)). Postgraduate teaching has ee 
developing over a longer period and has become far more widesprea 
in the formation of what are now known as ‘Balint’ groups in many 
countries of the world (see Balint, M. (1964), Balint, M. and S 
(1961)). The main emphasis here is on helping the GP to understan 
what is going on in his relationship to the patient and how te oa 
this in a therapeutic manner; but these groups have also provide 4 
valuable knowledge on such subjects as asthma, unconsummates 
marriage, attitudes to impending death, and ‘repeat prescriptions » 
as mentioned in the relevant sections elsewhere in this book. No 
doubt the future will see on-going groups of this kind established in 
all areas where GPs are insistent enough to demand them. : 

The GP’s treatment may follow several lines, sometimes amen 
taneously. He will listen, provide explicit or implicit reassurance an 
hope, and if possible, relieve or help to tolerate guilt on aggression 
and sexual problems. He may try to increase the patient’s under- 
standing (not necessarily directly) by exploration, DE | 
‘reflection’, and the removal of prejudices. He may also recommen 
action and distraction, which may help the patient to express his 
emotions constructively, or at least harmlessly, and may provide 
other interests to restore his sense of proportion. Besides this, he 
may prescribe drugs for symptoms (see those recommended under 
the various syndromes, but also see p- 229). 


SPECIALIST HELP 
If the GP is dissatisfied with the progress, or feels out of his depth, 
he must consider the following: : 
1 He may need to discuss the case with a psychiatrist to advise on his 
handling; such opportunities nowadays exist in GP groups, e.g. at the 
Tavistock Clinic; butalso he cantalkitoverathislocal psychiatric clinic. 
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2 The patient may need more profound help direct from a psychiatrist 
either by an assessment interview, or by treatment (e.g. pyscho- 
therapy, or physical treatment or both combined). 

3 The patient may need a change of environment, e.g. to a psychiatric 
unit. In many areas there are such units in general hospitals, as well 
as in a mental hospital. 

4 The GP should consider the help available from Psychiatric 
Social Workers based on the Local Authority. 


THE RELATIVES 
Most patients spend more time with their relatives than with their 
doctor and the former’s influence may therefore outweigh the latter’s. 
Then the doctor must try, without breaking confidence, to encourage 
the relatives to take the same line as he does; if uninformed, they may 
unwittingly oppose him. 
lany relatives have proble: 
or directly connected with the patient’s 
help by seeing the relatives but some 
another doctor, i.e. a partner or, if appropri 
psychiatrist if the patient or his relatives prefer it. They may often 
have strong feelings towards the patient and it may be helpful to 
them to ventilate these to a doctor or social worker instead of to the 
patient and so relieve the antagonism which the patient’s illness has 
created around him. Occasionally it is useful to offer a joint interview, 
€g. to husband and wife but special skill is needed to conduct an 
interview without taking sides with one or other partner. ; 
The GP’s relationships with social workers and other potential 


allies are discussed below (see pp- 267 and 270). 
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ms of their own which are relevant to 
problems. The GP can offer 
times it is wise to suggest 
ate, a social worker or 


e teaching of 
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57 Rehabilitation 


Many of the symptoms of psychiatric illness interfere seriously 
with the patient’s mental efficiency at work—and sometimes with 
his physical efficiency. They also lead to social disability. He cannot 
mix easily with his friends, cannot face new situations, loses con- 
fidence and may feel everyone is against him. His resulting suspicious- 
ness and withdrawal do indeed sometimes provoke some hostility 
or withdrawal in others, which confirms his paranoid ideas. Tf 
depressed, he is inclined to resist offers of help; and to make his 
family and friends impatient and helpless in turn. 5 

From all this develops a vicious circle of antagonism and increasing 
social isolation. To send a patient back into this situation after 
treatment would only provoke a serious relapse. It is, then, impor 
to ensure that he regains enough mental efficiency and social skil 
to deal with whatever environment he meets; no doubt something 
can be done by discussion between GP, PSW or psychiatrist with 
the family and employers, to make the latter more tolerable; but their 
patience and consideration cannot be infinite and they themselves 
may have painful memories of the patient’s previous behaviour. , 

The psychiatric patientin fact needs mental and social rehabilitation 
as much as anyone, long immobilized by physical injury, needs 
physical exercises to regain full use and confidence of his limbs. 
Unfortunately most staff are less interested in mental rehabilitation 
which is less visible and more difficult, and they may give the im 
Pression of working against the patient. In physical rehabilitation 
one feels one is working with the patient to overcome a weak part 
of himself; in mental and social rehabilitation one is of course doing 
the same but it may appear that the patient is resisting. 

The patient is thus in need both of professional help and of a 
tolerant atmosphere if he is to understand his own feelings and to 
accept them, and to express them, if he can, usefully, or at least 
harmlessly. He will need to go step by step patiently and he may need 
also to gain confidence, achieving minor successes and consolidating 
them before he can undertake more. To go too fast may simply lead 
him to regress. Yet there are great pressures on a healthy looking 
Person to make rapid progress. 
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To achieve rehabilitation at home or at work may be difficult; 
special conditions are needed under skilled supervision. This was not 
easy in mental hospitals when they had to cope with the stigma which 
Surrounded them, and some unfortunately still have to do so. For 
this reason special rehabilitation centres have been set up, e.g. by 
Ling (1943) at Roffey Park, where graded exercises in social and 
mental skills were provided, e.g. by letting the patients do tasks for 
each other, taking part in entertainments, accepting responsibility 
for committee decisions and organizing individual activities, even 
handling visitors and newcomers. Similar systems have been developed 
in special psychiatric units and great efforts have been made to create 
the atmosphere of a therapeutic community. Dunkley and Lewis 
(1963) described some of the difficulties. At the same time, certain 
firms, notably Vauxhall and Austin, worked on the same lines in 
providing rehabilitation units in their factories for workers who were 
physically or mentally disabled, or both. Graded activities were 
provided which were in fact of industrial value, and as great ingenuity 
was shown in adapting tools to exercise weak muscles as in promoting 
self-confidence and mutual tolerance. F} 

Since then industrial rehabilitation units and centres for re-training 
have developed in many areas, but even so it is easier to deal with 

1 ones. Placement 


physical problems than with mental or socia 
into suitable jobs is also essential. The Disablement Resettlement 


Officers employed by the Ministry of Labour have this task and have 
achieved much with co-operative firms. 
The local committee has an enormous 
led to shoulder its responsibilities; an ear 
provided at Bromley in a club, the Stepping Stones 


Tylden 1957). 


part to play too if it can be 
ly example of this was 
(Morgan and 
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58 The community’s attitude 


HISTORICAL BACKGROUND 


le rst z looking after patients suffering from mental illness in 
Ee m, as opposed to putting them into a mental hospital, 
Sims, Je ich has only recently become a legal part of our Welfare 
ail F Jd forms of behaviour, including mental illness and 
eP ea eficiency, have always been present in human communities. 
In oie these vary from time to time and from society to society. 
cat iC communities there was no clear differentiation between 
ae shee epilepsy and mental deficiency. The victims of all 
Depressi e regarded as bewitched, or star crossed, or blessed. 
aoe, ion, hallucinations and other manifestations of insanity were 
ron ed as possession by devils and treated by torture or exorcism. 
5 ti-social behaviour was punished by exclusion or imprisonment. 
En mentally ill whose symptoms were less socially destructive 

came Jesters, or lived in some sort of social equilibrium as the 
vilage idiot. Religious orders sometimes provided institutional care 
A bee mentally sick or inadequate; the treatment of kings, queens 
nd nobles was at home in special apartments under the care of 
attendants who nursed, sedated, or flogged the patient under the 


Supervision of the doctor. 
_ It was not until 1793 that 
inmates of the Bicétre in Paris; an 


William Tuke opened the York Retre: 
treated with kindness instead of by restraint and flogging. The laws 
of the nineteenth century however, continued to assume that not 
only mental deficiency, but all mental illness were conditions lasting 
a lifetime, making the patients socially irresponsible and sometimes 
actively antisocial. Hospitals (originally asyla) for mentally sick 
patients protected them (and other people). Patients were deprived 
of their rights as citizens: the right to vote, to work, to spend or 
bequeath money, to marry, to have children and to travel. This 
attitude to mental illness still persists in some doctors as well as 


much of the lay community. 
During the past twenty years, however, 


Pinel removed the chains from the 
d in England in 1796 the Quaker 
at where mental patients were 


many changes have taken 
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place in both physical and psychological treatment of patients 
suffering from mental illness, or defect. Some of these changes have 
been radical, others less so and the process is still going on. With the 
abandonment of ‘moral treatment’ and purely custodial care of the 
nineteenth century, the break through came when mental hospitals 
began to pursue an open door policy and place the emphasis on 
therapy. The attitude has changed further as the result of the fact 
that psychiatrists are no longer concerned only with severe OF 
psychotic illnesses but also with the psycho-neuroses and similar 
disorders, and are working in general hospitals. 


THE MENTAL HEALTH ACT (1959) 


All previous mental health acts were repealed and a new Mental 
Health Act was passed in 1959. It reflects the progressive trends which 
have been taking place, not only in general administration of our 
hospitals, but also in regard to the admission of patients and to their 
care and treatment. 

The broad principles on which the act is based are: 

I to give maximum encouragement to patients suffering from any 
form of mental illness or disability to seek treatment promptly and 
informally 

2 to ensure adequate safeguards, where patients, in the interest of 
safety, must be compulsorily treated and detained. 

Thus it recognizes that mental illness is treatable and that many 
mentally retarded individuals are trainable. It abolishes the previous 
legal distinction which was made between these two conditions, 
though it designates special hospitals for different conditions. A 
minority of patients have to be compulsorily detained in hospital, 
but this can only be done when two doctors, one of whom is ‘recog- 
nized as competent’, decide it must be done because the patient 
cannot decide (for details of procedure for compulsory admission 
see table on p. 265). There are elaborate safeguards. ‘The 
Act also recognizes that the majority of mentally ill patients 
can be treated at home, and that many mentally retarded patients 
will be able to live and work in the community, granted correct 
facilities. 

Responsibilities are shared between the hospital Boards, the com- 
unity and the general practitioner. In theory the hospitals provide 
units for treatment, the local health authorities care, after-care and 
rehabilitation. In practice, the distinctions between them may be 
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hard to make, so that it is essential for the patient that the doctors 
and the other members of the team on either side should collaborate 
closely with each other and also with the general practitioner. 
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59 Hospital and community services 


INPATIENT UNITS 


The psychiatric inpatient services provid 
beds in the country’s hospitals, and the b s , 
hospitals. Many of them are still occupied by chronic patients, who 
became so before any effective treatment was known, and by old 
people, who cannot be cared for elsewhere. But the majority of 
acute admissions today can expect only a short stay 1n 
discharge back to their home. 


e some 42% of the total 
ulk of these are in mental 


hospital and a 


Mental hospitals i 
These were mostly built over 100 years ago, for custodial care, rather 
than treatment; some house over 2,000 patients. They were taken 
over by the NHS and most given to Hospital Boards to manage, 
and allocated a district to serve. Staff were increased, and modern 
methods of treatment extended. Old buildings have been improved 
where possible, and rehabilitation units, linked to the Cara 
services are increasing. Thus the outlook has been revolutionize 
for many patients. But where staff is still short, and anaes F 
poor from overcrowding, institutionalization can occur; an 7 e oa 
on the nursing staff is heavy. The role of the latter has ees 
enormously from caring for the patients’ physical oo a } re 
key-figures in the day-to-day management of a ward, whic r 
designed to help patients understand and cope with their emotion: 
and social difficulties. Naturally, locked doors and other restraints 
of the past are very rare, but the patient acting out emotional crises 
needs much support, and skill and tolerance are very necessary. 
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Special centres for neurotics 


In the past, mental hospitals took mostly psychotic patients, and 
there was very little inpatient accommodation for neurotics. Certain 
pioneer units were developed for their special needs, notably the 
Cassel Hospital at Richmond (Surrey), a centre for psycho-analytic 
treatment and research; Roffey Park, Horsham, originally a centre 
for the rehabilitation of cases of industrial neurosis, on a short-term 
basis; and Belmont Hospital, at Sutton, Surrey, where war ex- 
periences of acute neuroses were turned to use for similar states, due 
to industrial or domestic stress. 

Many neurotics can, and certainly should, be treated as out- 
patients, but these units have demonstrated in their various ways that 
some need special inpatient facilities, either to allow a temporary 
escape from domestic pressures, or, more importantly to provide 
more intensive group, individual and physical treatment than an 
given outside. Moreover, these units need special facilities which 
are not easy to provide in a general hospital, in the shape of aronga 
tional and social treatment; so that they need to be separate, though 
obviously closely linked to the general and mental hospitals. 


Special units for psychopaths and delinquents 


A pioneer centre for psychopaths was set up at Belmont, and later 
became a separate unit under the direction of Maxwell Jones ( 1952) 
known as the Henderson Hospital (see p. 50). In this most difficult 
type of patient, some results which would not have been possible for 
outpatients have been achieved by specially trained staff in an 
environment which can tolerate ‘acting-out’. 


‘Acute’ units 


Much mental illness clears quickly, especially if physical con- 
comitants can be easily treated. It is therefore more logical to treat 
some acute patients in a ward in a general hospital, based near a 
population centre, than to move them a distance to a mental hospital. 
Further, contact between psychiatrists and other consultants 18 
valuable to both, and to their patients. Acute psychiatric wards in 
general hospitals are therefore being increased. The danger must 
however be avoided of leaving mental hospitals to be again the 
repository for incurable or aged people, with its inevitable reper- 
cussions on the staff, as well as patients. 


264 


59 Hospital and community services 


Hospitals for the mentally subnormal 


fo are eh largely built by local authorities: some were well 
atria n acilities for occupation, and training: and considerable 
m r in this, and in finding work locally, under sheltered 
Hoos. . F “ad were also taken over by the NHS and became for a 
seavely ll Pens patients referred from the community, and 
ee wes | by shortage of staff. More recent research on the 
hers ardation, and on the possibilities of training, and a more 
the x p g attitude in the community now allows more hope for 

seful employment of the retarded, who can either live at home, 


ori if 
r in hostels under some supervision. 


Means of admission to hospital 


= e GP decides that admission is 
: Ici be considered. At present the maj i 
be pea on an informal basis. Compulsory admission should only 
promis oyed when it seems to be the only practicable method of 
eter Ni adequate care and treatment, i.e. if the patient refuses to 
ini ospital and is liable to injure himself or others, or to sustain 
njury due to lack of care. The procedures involved vary according to 


the nature of the emergency, as follows: 


necessary the method of doing 
ority of patients are 


Secti Application Medical i Duration 
on made by Recommendations of order 
act Any relative of One only. If practicable 
Sec ission patient; or by by medical practitioner 72 hours 
i AD Mental Welfare having previous acquaint- 
Officer ance with patient 
a iiissidn Patient’s nearest Two required. (1) Med. 
éb . relative; or County pract. having previous 
S servation | Court; or by Mental acquaintance with 28 days 
ec: 25 Welfare Officer patient; (2) Med. pract. 
with experience in 
psychiatry, who has 
been approved under 
Sec. 28 
Admission Patient’s nearest Two required. Pract. 
for Treat- relative; or County having previous acquain- 
ment. Sec. | Court or by Mental | ance with patient; (2) 1 year 
26 (rarely Welfare Officer Med. pract. with and 
used for experience in psychiatry | renewable 
who has been approved 


admission 
under Sec. 28 


nn a. | 
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The mental welfare officer is generally to be found at the office of 
the local health authority. 


Discharge from hospital 


Clearly there is special need for collaboration here between the 
hospital staff, the local health authority staff and the general prac- 
titioners. g 
In the process of treatment the patient may become to som 

extent dependent on staff and other patients. If so, it is wise to E 
a system of gradual discharge. The patient first goes home for week- 
ends and then for longer periods, returning to his ward for long- 
term treatment, such as group therapy, and finally attending E 
groups, or a patients’ club. Modern psychiatric blocks built o 
district hospitals have group therapy, occupational therapy aní f 
recreational facilities shared by inpatients and outpatients. Even 4 
the patient needs repeated admissions his treatment, support an 
supervision should be continuous. 


OUTPATIENT UNITS 
Outpatient clinics 


These were greatly increased at the start of the NHS and now ar 
in most major general hospitals. Outside London, they are mostly 
staffed by the local mental hospital consultants. Woes 

The treatment available naturally varies a great deal. Some gime 
provide a full range of physical and psychological treatment, thoug 
even so, there is nearly always a long waiting list for the heter 
Elsewhere only physical treatment is possible, and occasional sho 
interviews. 7 

Special units exist for various problems, e.g. marital, adolescen _ 
delinquent (e.g. the Portman clinic), alcoholic or other addictions; 
but these are few. Patients can be referred by their GP, by other 
specialists, or by social workers. 


Child guidance clinics 


Though some have existed for years, the number was much increased 
after the Education Act in 1944; they are sometimes run by hospital 
staff, sometimes by local authorities, sometimes j jointly. They see 
children with developmental and learning difficulties as well as those 
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who are frankly ill, who may be referred by their GP, or by the 
school service. 

A fewspecial counselling services in mental subnormality exist. Ob- 
viously in both, counselling of parents and teachers is to be considered 
as much as direct treatment of the child. 


Day hospitals 

These allow patients to sleep at home, but obtain treatment, in the 
shape of individual or group psychotherapy or occupational therapy 
by day. They may be provided by hospitals or by the local authority, 
and be linked to other services to provide rehabilitation and suitable 
jobs. Considerable advances have been made in their development, 
and admission to hospital can often be prevented or curtailed by their 
use. 


THE LOCAL HEALTH AUTHORITY 
SERVICES 


These services are under the medic 
of Health, who in some cases has a deputy sp 
health problems. . = 
Under the Act, the local health authority is given responsibility 
for after-care, and rehabilitation (re-ablement), which includes the 
establishment of residential accommodation, sheltered workshops, 
care of the mentally subnormal and the appointment of Mental 
Welfare Officers and Psychiatric Social Workers. Many local authori- 
ties have good services and the doctor will obtain invaluable help 
from these officers in the treatment and care of the patient at home. 
But in some areas these staff, too, are very short. s 4 T 
The psychiatric social worker’s training, functions E v in 
hospital are described elsewhere (see P- 170). When employed by a 
local health department she may be required to handle even greater 
domestic or medical crises. 7 adei 
The Mental Welfare Officer’s original task (as a ‘duly authorize 


officer’ as he was then called) was to get patients into ele oan 
His academic training then was small, though his experie! 
t, Mental Welfare Officers have 


wisdom often great. Since the Ac 1 

been increasingly trained and far more widely used, so that a and 
PSWs are employed by many authorities to provide a compre SUES 
system of case work, and an emergency service linked to the help 


provided by the other social services. 


al charge of the Medical Officer 
ecializing in mental 
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OTHER SOCIAL SERVICES 


There are many other social agencies, each of which may at times 
be most helpful to the GP. They include the welfare department of 
the local authority, the housing department, the children’s depart- 
ment, the services of the Ministry of Labour Industrial Rehabili- 
tation and Government Training Centres and Disablement Resettle- 
ment Officers, and Ministry of Social Security. There are also many 
voluntary bodies, e.g. the National Association for Mental Health, the 
Mental After-care Association and many local groups. These services 
are well described in the Family Welfare Association’s guide to the 
social services. 


OTHER PROFESSIONS 


There are other professions who are natural allies of the eer 
or the general practitioner concerned with mental illness, e.g. the 
clergy, probation officers, personnel managers in industry. All 2 
are asked for advice and help by patients, and have their own Ta 
skills, as well as an ability to provide ‘first-aid’ by listening an 
counselling. Collaboration between them, the medical profession an 
the social services, is growing. In particular, the clergy sine age 
are bridging the gulf which has Separated them for centuries, an 
learning to collaborate in case-work, as well as in education. The 
Institute of Religion and Medicine exists to further this collaboration. 

It is useful when working in an area to get to know and to en 
anyone concerned in the welfare services, NSPCC inspectors, calle 
in on alleged cases of child cruelty, rarely prosecute and often give 
help and support to the families in difficulties. Ambulance drivers 
transporting patients to and from hospitals or occupation centres 
often notice and report deterioration, and in some cases lives have 
been saved because a milkman, or neighbour, takes the trouble to 
report uncollected milk bottles. j 

The above account describes the hospital and social services which 
may help the GP treat his psychiatric patients. In some circumstances, 
they may take over his responsibilities, at least temporarily. But the 
GP should be the key figure in the patient’s continuing treatment, 
and he should maintain this position wherever he can. He will be 
greatly helped in doing so if he seeks the collaboration of his colleagues 
listed above, and does not ‘pass the buck’. His own methods and 
opportunities are described elsewhere (see p. 255). 
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GROUP MEETINGS 
melia = people to social agencies is not, of course, the whole 
He z as there are a very large number who continue to require 

aa or a considerable period of time, particularly those patients 
who find it difficult to get on with other people. Where a number of 
Loner share a common problem a great deal of help can be given 

rough the medium of regular group discussions, where there is a 
pooling of the knowledge of all members of the group to help one 
another. The doctor, or social worker, working in such a group, 
often finds that there is a clarification of his or her own problems as 
well as those of the patients, and group therapy can be very effective 
when the members of the group feel that they are all working to a 
common end. 

_Groups of parents of distur 
discovered that the district lacked si 
child minding services and playgroups for the under-fives. Groups 
of patients discharged from mental hospitals discovered at Stepping 
Stones in Bromley that they needed various recreational outlets 
such as carpentry, drama, handicraft and art, and as a result of this 
they formed a club which has 800 members ani 
facilities for patients within the district (s 


medium of such group activities it is possi 
far more patients than could possibly be supervised individually. It 
is essential that professional people should be available in these 


contexts as they can cope with patients’ relapses. 


bed children meeting in Bromley 
pecial educational facilities, 


TEAM-WORK 
In all these services, team-work is vital if the patient is not to suffer. 
In hospital, treatment js directed by the consultant psychiatrist, 
but carried out by many different people, any one of whom may have 
a leading part to play in any particular patient’s recovery: sister and 
nurse, psychiatric social worker, occupational therapist or physio- 
therapist, psychologist may all be involved, as may the student 
in a teaching hospital. All must communicate on the patient’s progress 


and their plans. The atmosphere of a therapeutic community, aimed 
on communication and har- 


at in any psychiatric unit, must depend 

mony in the staff, if ‘acting-out’ is to be tolerated, let alone used 
constructively ; and the collaboration of any other medical or surgical 
colleagues involved, unused perhaps to such behaviour, must be 
obtained. 
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Team-work is equally essential between workers in the community, 
of whatever profession (and more may be concerned). And above all, 
collaboration between hospital and community and GP is vital. 
In this respect the PSW can do untold good, whichever of these 
three she is officially attached to; her special functions are described 
elsewhere (see below). In particular she can bridge the gap 
between hospital and the outside staff, into which the patient may 
otherwise fall. The whole problem of the organization of the social 
and community services has been the subject of the recent Govern- 
ment Report of the Committee on Local Authority and Allied 
Personal Services (Seebohm Report) published by H.M.S.O., 1969. 


60 The psychiatric social worker 


The Psychiatric Social Worker (PSW) is a key-member of a helping 
team. In particular she works with the social and emotional problems 
which arise in connection with mental illness. They may be connected 
with the material circumstances of the patient’s life or with his 
personal relationships with his family, at work, or in some other 
sphere of his life, 

The psychiatric social worker is referred to as ‘she’ throughout 
this section; most of the members of the profession are women 
though the number of men has increased considerably in recent years. 
Professional social workers normally obtain a basic academic qualifi- 
cation before taking a further professional training for a particular 
branch of social work (e.g. psychiatric or medical social work, 
child care or probation service). This professional training can vary; 
for psychiatric social work, it consists of a further year at a university, 
with academic and practical work running concurrently, 


FUNCTIONS OF THE PSW 
Diagnosis and plans for treatment 

Psychiatric social workers may be asked to investigate the interaction 
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oo illness and his environment, and to obtain the 
on — to understand the relevant social and emotional 
hc nines and family. They must be able to make realistic 
oan BN Le weaknesses and assist in the total situation, in 
ies Sin p the psychiatrist make a diagnosis. The team then works 
ie atment plan. The important role of the PSW in such team- 
J , especially in the community has been stressed by Maxwell 
ones (1968). 


Information and advice 
pire patients need information and advice on how to use the social 
ee The PSW needs to keep herself informed of changes in 
mei legislation and in other social resources, SO that she can 

ake them fully available to patients when necessary. 


Casework 


Many patients will require casewor 
individual help to people who have social an 
they cannot deal with by themselves. 

The PSW may be asked to work directly with the patient, or with 
relatives and other people in his life. If the patient is a child, the 
PSW normally works with the parent. 

The help is given within a personal relationship which is pro- 
fessionally defined and in many respects resembles a psychothera- 
peutic relationship. The practice of social casework involves the 
following principles: ’ 

1 The aim is to help the person reach his own decisions rather than 

to direct his actions. He bas a right to gover his own life and 

ae right is in no way affected by the fact that he is seeking another’s 
elp. 

2 Respect for the individual is one of th 


of casework and the PSW must accept and value each person for 
help the person concerned to 


what he is. The PSW may have to $ 
realize the implications of his attitude and behaviour but a non- 
judgmental attitude is needed to achieve this. 
3 Sometimes the actual problem presented may mask the person’s 
real need and his real feelings about his life situation. The PSW 
needs to understand how his feeling and phantasies affect the realities 
of life as he experiences it. Feelings are facts which must be dealt 


with. 


k help. This is a method of giving 
d emotional problems 


e fundamental principles 
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4 The PSW tries also to understand herself and her own biases and 
prejudices. Her personal needs and reactions should not affect the 
relationship. For example, she may be tempted to respond to a need 
to give advice, which may not be in the best interests of the patient. 
He may need to be helped to take responsibility for his own decisions 
and to explore the real need behind the request. 


REFERENCES 
Jones, M. (1952). Social Psychiatry. Tavistock. 
Jones, M. (1968). Social Psychiatry in Practice. Penguin Books. 
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6r Choice 


fepri are generally taught to put their whole interest and care 
ral: patient in hospital in front of them, and this is very right. 
it has one disadvantage, that they forget the waiting list, and get 
no experience of having to decide between the needs of several 
SES irta patients. This need to choose may hit them in resident 
ser jobs, insofar as they may have to decide the priority of patients 
ies yes admission. But even here their feelings are cushioned, since 
ai ontact with demanding patients or relatives is more often by 
phone, or through a secretary, than face to face. 

The GP is in a much less protected position. Small wonder if his 
own anxiety spills over at times on to his patients and colleagues, 
and indicates his lack of confidence and experience in this field. 

Yet he is likely to meet more and more situations where he has to 


choose, and his choice may literally mean life to one patient, death to 
urgeon dealing with 


another. Dramatically this can happen to a s 
casualties after battle or train crashes; to a service officer deciding 
whom to evacuate, whom to leave behind; and to a physician deciding 


to whom to give a kidney machine, or a transplanted organ. These 
questions may seldom arise in general practice, but the less spectacular 
hether to spend time listening to 


decisions are many; for example, w 

one patient’s account of his neurosis, or to another’s of his enuretic 
child. Psychotherapeutic facilities in general are very limited and 
GPs and psychiatrists often have to decide for whom to provide 
long-term psychotherapy, whom to refuse, and for whom to give 
what they can in the way of support, if only to prevent deterioration ; 


circumstances may press them hard, and the ‘demanding’ patient 
may receive treatment before the more conscientious and indepen- 
ial implications. 


dent—with unfortunate soci 

A wider question still is only considered by few: whether to 
work in an already well-doctored area oF hospital, or in Africa where 
many people have no doctor at all. There is no easy answer to any of 
these questions. There is all the more reason for them to be discussed 
before qualification. 


Some sort of ethical choice whenever a new 
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development in medicine or social custom exceeds the capacity of the 
existing services. Transplantation surgery may provoke many in the 
future. But before that two problems are likely to cause much 
concern: that of the drug addicts (see p. 98) and the steep rise in 
unwanted pregnancies, which, under the new Abortion Law, is 
likely to be more than gynaecologists can cope with—unless they 
disrupt their existing waiting lists. This is discussed in detail below. 

The balance of the doctor’s judgment must therefore be preserved 
in all his dealings with his patients and their relatives: this has been 
very well expressed in the ‘litany’ attributed to the late Sir Robert 
Hutchison: . 

‘From inability to leave well alone, from too much zeal for what is 
new and contempt for what is old, from putting knowledge before 
wisdom, service before art, cleverness before common sense, from 
treating patients as cases, and from making cure of a disease more 
grievous than its endurance, Good Lord, deliver us.’ 


FURTHER READING 7 
Fox, Sir T. F. (1965). Purposes of Medicine (Harveian Oration). 


62 Termination of pregnancy 


THE DOCTOR’S REACTIONS 


The new Abortion Law, and even more the notoriety surrounding it, 
have increased the numbers of women referred to clinics with 
unwanted pregnancies. . 

Many patients are referred with extremely distressing stories and 
very mixed feelings. A few come simply because they do not want 
their child. The doctors concerned, GPs and psychiatrists alike, 
may naturally feel pity for the first, and some resentment and moral 
indignation at the second. Obviously, either feeling tends to influence 
their judgment and subsequent behaviour. The doctor’s training 
should enable him to understand and allow for his own reactions, 
even if he cannot fully control them. This will be easier if he remem- 
bers that the first question is a legal one. 
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THE LAW 


The law is that termination is permissible (1) if continuance of the 
pregnancy is a greater risk than abortion to the life or health of the 
pregnant woman herself or of any existing children of her family 
(account may be taken of her actual or foreseeable environment), or 
(2) if there is a substantial risk that the child to be born will be 
seriously handicapped physically or mentally. 

. Any two medical practitioners (or one in an emergency), acting 
in good faith, can make a legally valid decision. Neither need be a 
gynaecologist ora psychiatrist, but if the psychiatrist is asked by the 
GP implicitly or explicitly for his opinion on this point his first duty 
is to give it. Once this is done he will advise on how best to help the 
patient. 

It seems illogical t 
cations for termination and psyc 
do so. Presumably, a desire to distinguish 
the feeling that psychiatric signs are less de 
cases are always blameworthy. (Experienc 
misconceptions.) 


o draw any distinction between physical indi- 
hological ones, and the law does not 
the two is based either on 
finite or that psychiatric 
e should remedy both 


THE ASSESSMENT 


The psychiatrist’s opinion must 
of the evidence supplied. This consists of two parts: 
1 The history from patient and relatives, and a full report from the 


patient’s regular GP, with details in particular of the mental changes 
which have occurred in her since she knew she was pregnant; of 
her previous response to similar stress; and of the stresses 1n the 
environment she will have to meet. For this reason the regular GP 
must always be fully in the picture, and attempts to side-step him 
must be resisted. 

2 The examination, which mus 
recorded as objectively as are p 


be formed on his own judgment 


t elicit mental signs. These must be 
hysical signs in, say, heart disease. 


Beware of the patient who seems far better than reported. This may 
implicitly led to believe 


well be because she has been explicitly or 
that a termination will be recommended. Beware also of the rarer 
patient and/or husband who consciously exaggerate or even invent 
symptoms. 

The most important poi 
depressive, and there is often 


ly the risk of suicide in a 
decision to bemadebetween 
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recommending that the foetus or infant (and there seems no logical 
distinction) should be destroyed and risking a suicide and the possible 
break-up of a happy home. It has been said that pregnant women do 
not commit suicide. This is untrue. On theother hand, the psychiatrist 
must realize that, in some patients—notably those who have been 
brought up with strong religious views—termination may provoke 
guilt and further depression, which is less accessible to psychotherapy 
even than the pregnancy. This is rare in practice. ee 

Unwanted pregnancies very often indicate a psychological crisis 
in the woman, generally in her relationship to her husband or friend. 
If the Opportunity of the pregnancy can be used to resolve this 
crisis, much good may come. But this is difficult and needs immediate 
and intensive psychotherapy. It is probable that if more psychiatric 
Sessions were available at ante-natal clinics, many patients now 
recommended for termination could safely be got through their 
pregnancy. But in fact, there are very few psychiatrists working on 
this way. With the present pressure of work, it is extremely difficult 
to arrange intensive treatment at an ordinary clinic for what always 
presents as an emergency. But clearly if psychotherapy is available, 
it can be tried, and again antidepressant drugs and electro-convulsive 
therapy may be successful at times. 


AFTER-CARE 


A phase of remorse and some guilt does, however, occur as a tem- 
Porary reaction in many people. It is important that this should be 
helped by the attitude of the surgeon and nurse at this stage. Both 
the latter may have their own emotional problems, in that termination 
is naturally repugnant to them. Full information from the psychiatrist 
or PSW may help them as well as the patient at this stage. Longer- 
term support should be offered to the patient. 

Assessment would be easier were there more evidence on the 
follow-up of depression through pregnancy, whether terminated or 
not. This is as yet inadequate, though several Scandinavian studies 
by Ekblad and Höök suggest that few women suffer from more than 
temporary depression after termination. This is supported by further 
research here (Clark, et al., 1968). 


ADOPTION 
Continuance of an unwanted pregnancy and adoption of the child is 
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«Tot P > i 

Lars p naturally is preferable in that it saves the 

a is ife. But in practice in Britain, adoption is not easy; and 
where this course has been taken, the mother has experienced 


as much, or more distress. 


EMOTIONAL OBJECTIONS 


BoT some psychiatrists and some gynaecologists, on religious 
Theis re ical grounds, hold that termination is never permissible. 
‘ect age opinions must be respected but it logically follows 
=a e specialists who hold them must undertake to cope with the 
did ioe of continued pregnancy; and it is possible that if they 
3 o some would change their views. But, instead of this, it often 
a that the GP and/or patient seek a specialist’s help outside 

nsultant they normally use for other problems. This means 


that i ‘ so 

a in a short space of time specialists who are known to be ready to 

judge each case on its own merits are grossly overworked, while 
ination avoid the 


those whose minds are already set against termina 


unpleasant task. 

The law now includes a conscience clause for those unwilling to be 

party to an abortion, with the burden of proof on the person who 

claims he is genuinely conscientiously against it. This has not yet 

been tested. But, in any case, 4 gynaecologist or psychiatrist or 
e woman’s 


GP disliking abortion can still say he believes it is against th 
n inherently horrible task, 


interests, With many doctors disliking a 
he crisis on this 


and yet with demands for abortion increasing, t 
nts of Obstetrics 
eed ona policy of accepting 


subject is by no means over. Hence, the Departme 
and Psychiatry in some hospitals have agr 
only cases from within their own district, or from GPs who regularly 


use them, and insist on a full report from the latter with, 
if possible, a discussion. In practice this may often be very 


difficult. 

Attempts were made by ALRA (The Abortion Law Reform 
Association) to include in the new law rape or incest as legal grounds 
for abortion. At present these apply only if it is held that they have 
seriously affected the mother’s health. Similarly, even the fact of a 
suicidal father does not appeat to be legal grounds unless (as is 
likely) the mother would break down as å result. 

under the ‘Abortion Act shows 


An account of the first year’s Wor : 
performed under the National 


a considerable rise in terminations 


Health Service (Diggory, 1969)- 
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STERILIZATION 


Sterilization is a Separate issue, but certainly should not be re- 
commended while patient, and perhaps husband, are under con- 
siderable emotional tension (see section 63). It must be discussed 
after the question of termination has been decided. 


REFERENCES e 
Church Assembly Board for Social Responsibility (1965). Abortion an 
Ethical Discussion. n f 
Clark, M., Forster, I., Pond, D. A., and Tredgold, R. F. (1968). ‘Sequels o 
unwanted Pregnancy’, Lancet, ii, 501. 


Diggory, P. L. C. (1969). ‘Some Experiences of Therapeutic Abortion , 
Lancet, i, 873. ; aie 

Ekblad, M. (1961). ‘The prognosis after sterilisation on social-psychiatr! 
grounds’, Act. Psych. Neurol., Scand. Sup., 161. 

Höök, K. (1963). Act. Psych. Neurol., Scand. Sup., 168. oe f 

Tredgold, R. F. (1964). ‘Psychiatric Indications for Termination © 
Pregnancy’, Lancet, ii, 1251. 

Williams, G, (1958). The Sanctity of Life and the Criminal Law (esp. 
Chapters 5 and 6). 
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Not infrequently a patient is sent to a psychiatrist for advice as to 
(1) whether sterilization on psychiatric grounds is legal and (2) if so, 
whether it is advisable and (3) whether such a patient needs psychia- 
tric help. These decisions are only one degree less difficult than that 
of termination of pregnancy. 

There is no English statute law and no test case; and the general 
opinion of counsel (e.g. when asked by medical defence organizations) 
has been that sterilization with the patient’s consent would be upheld 
by an English court if it were (a) therapeutic, i.e. to save health 
being damaged by a further pregnancy, or (b) based on well founded 
eugenic grounds, but not simply for personal (or professional) 
convenience. 
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THERAPEUTIC AND SOCIAL GROUNDS 


Therapeutic grounds exist if there would be a threat of death or 
permanent damage to health from another pregnancy either from 
physical disease (not considered here) or psychological where the 
danger is in practice either that of suicide from acute depression, 
ora breakdown into a chronic schizophrenic or depressive state, or 
the likelihood of severe, chronic psychosomatic illness; for example 
if a woman, perhaps in her late thirties, already has a large family 
So that for psychological and social reasons she finds it an increasing 
strain to look after them. But clearly the decision is one to be taken 
reluctantly in a youngish woman (even if happily married now), who 
might, against all present expectations, want to get re-married later. 
It should be very carefully explained to both patient and her husband 
that it is irreversible. It is wise to get their signed consent. 

The decision should not be taken by the consultant or patient under 
pressure, Although it is understandable that some gynaecologists 
who are asked to terminate wish to insist on sterilization as well, it 
seems to be the wrong moment to decide, when the woman is in 
distress from an unwanted pregnancy and the husband’s opinion 


may also be biased. Once the decision to terminate has been accepted 
d that the woman’s state of 


by all concerned, and when it is agree „stat 
mind has become stable (which may occur before termination), 
then sterilization can be considered as a separate issue and an objective 
decision taken. 

It must be remembered that sometimes a woman’s request to 
be sterilized is a symptom ofa psychiatric illness in which case the 
latter should be treated rather than a sterilization carried out. 


EUGENIC GROUNDS 
transmit a genetic disease or 


If husband or wife is thought likely to t <a 
defect, they may feel that one of them should be voluntarily sterilize 
to avoid the risk oftransmittingit. Thisobviously deservessympathetic 
help. Certain types of mental defect are known to be os oa 
in theory sterilization would be logical. But defectives un ep 
are less socially responsible, less controlled and en r p in 
this way—and less reliable in using contraceptives: so the question 
arises whether any consent they give is valid. For these so oe 
reformers and doctors in charge of defective hospitals ave felt that 
sterilization should be compulsory for all defectives, and their respon- 
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sibilities to the public, in fact have led them sometimes to offer their 
patients the chance of liberty with sterilization or segregation. 

As can be imagined, this suggestion of compulsory sterilization 
aroused antagonism on religious grounds and moral grounds in those 
concerned with the rights of the individual to propagate his kind, 
regardless of the possibilities of caring for them. Their antagonism 
gained wider popular support when Hitler sponsored mass steriliza- 
tion on allegedly scientific grounds. 

Moreover it became realized that only certain types of defect 

were genetic and that general sterilization would achieve little. For 
these reasons the question is now restricted to these types, though 
research may increase the number. 
Sterilization has been viewed with sympathy by leaders of the 
Church of England (see below) who have themselves modified the 
opinions of their committee held in 1949-50. Roman Catholic 
opinion still appears to be firmly against eugenic sterilization. 


METHOD 


Sterilization may be performed on either the female or the male, 
by ligation of the Fallopian tube or vas deferens respectively. Which 
partner is chosen must depend on an assessment of the likely reaction 
of either, and of their long-term future, and also on the practical 
possibilities. In certain countries male sterilization is favoured as 
the only practicable means of population control for the masses, 
as in India, or the best contraceptive, as in New Zealand. 


SEQUELS 


It must be recalled that fears of castration or other mutilation are 
not uncommon fantasies of adolescents—though often unconscious 
later. If so they may well be activated by sterilization, and depression 
may follow this operation, though it is generally temporary. Ekblad’s 
Survey (1961) found that 175 out of his 225 women were wholly 
satisfied with their sterilization; 1 5 had regretted it and were moder = 
ately (but not severely) disturbed; 25 had temporarily regretted it, 
and ro were ‘troubled but did not regret it’. Serious guilt, regret and 
depression afterwards, are much more likely in young women even 
though they themselves had demanded it originally. On the whole 
it is likely that if sexual activity has been inhibited in the past by 
fear of another pregnancy, it will be less inhibited—and happier 
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now. Ekblad found sexual satisfaction improved in 75, unchanged in 
121 and reduced in 29 women. 

Sterilization is an operation of small risk in the woman. Although 
pregnancy has been recorded after the operation this is most excep- 
tional. 

Sterilization of the male carries even less physical risk: but 
depression and impotence may be the psychological sequels. The 
husband who offers himself for the operation to save his wife should 
be carefully assessed. But Ferber’s (1967) study of 73 men showed 
72 satisfied with their decision and 55 with more sexual enjoyment. 
Clearly psychotherapy may be required either at once to help husband 
or wife find objectivity in their decision, or later to help either deal 


with any remorse, guilt or depression which occur. 
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Euthanasia has already been mentioned in the discussion on death 
and dying (see p. 219). To the doctor the problem 1s likely to increase 
as modern science extends life without making it more enjoyable— 
certainly old age is seldom pleasant. 

Two een different pave are often confused, for the term 
‘euthanasia’ is used in two senses: the first, ‘voluntary euthanasia 
is to assist the patient who wants to die to do so pen and 
speedily: the second, “voluntary” euthanasia, is to (or not 
‘to strive officiously to keep alive’) the patient who can express no 

octor feels would be better 


wish one way or the other, but whom the d fe 
dead, e.g. a patient in coma, 0 rticulate idiot. Unfortunately, 
, €g. 
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in the reports of any statement or any public debate, it is likely 
that these two questions will be confused, and much emotion 
engendered. 


VOLUNTARY EUTHANASIA 


It is only voluntary euthanasia which the Euthanasia Society seeks 
to legalize. The doctor may be asked to help here by providing an 
easier means of death, e.g. by an overdose for a patient who could, 
if he preferred, cut his throat, or by providing the only means of 
death for, say, a paralysed patient. 

Opinions as to the morality of voluntary euthanasia have swung 
from side to side in history. No doubt social pressures have influenced 
opinion, e.g. the burden of old people, and religious views about the 
after life. Today liberal opinion backed by leading clergy is more 
concerned with the quality of life than with the precise moment of 
death; and the resolute prohibition on euthanasia enjoined by a 
previous generation is disappearing. This indeed is logical, both for 
those who believe that the next life is inevitably and eternally 
pleasanter than this, and for those who believe that it does not 
exist and that death is pleasanter than suffering. 

In this, as in similar problems, the doctor must judge each case 
on its merits. He must be as certain as he can what the patient’s real 
desires are, distinguishing a temporary phase of depression. He must 
consider the reactions of relatives. He must also somehow cling above 
all to his major duty, namely his patient’s welfare—in its widest 
sense. 


INVOLUNTARY EUTHANASIA 


Involuntary euthanasia is a very different matter. It would clearly 
be most undesirable if patients considered that their doctor was—at 
any time however distant—inclined and empowered to end their 
life, against their will. Involuntary euthanasia is therefore generally 
still opposed, in principle. It must have happened in practice in cases 
such as either of the two examples quoted, and could be defended on 
the grounds that the baby has no hope of any personality (if this can 
be proved) or that an adult would not have wished to be kept alive 
if comatose (if evidence of his previous personality is available). 
Hard cases, perhaps, make bad law: and the Euthanasia Society 
is not pressing for this form of euthanasia. Nor is it supported by 
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many doctors yet, though advances in medical techniques may 
raise the issue more acutely in the future. For if this type of euthanasia 
is illegal, the question follows: who is to be resuscitated, and for 
how long should the doctor try, for example in the case of unconscious 
Patients being kept alive by means of a respirator for months on end, 
Frantic procedures to defer physical death may do no more than 
remove the dignity of death, an outrage to nurses and relatives. 
Conversely, neglect of chances may waste a valuable life. No rule 


can be laid down, except that as ever the doctor’s conscience, sense 
of proportion and duty to his patients’ real interest must lead him 


to his decision. 
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on on a matter with legal con- 
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1, whose job 
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A doctor is often asked for an opini 
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for one side. In the existing habits of court procedure; 
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Much medical opinion therefore favours the policy, adopted in 
several other European countries, of the doctor giving evidence to 
the court rather than for either side: legal opinion in this country 
seems, more slowly, also to be moving in this direction. 


PRIVILEGE 


The doctor may object to giving evidence. But once involved he may 
be subpoenaed and have to go to court. He need not object to speaking 
of matters which his patient has agreed to, but he may also be asked 
to divulge, without the patient’s consent, matters told in confidence. 
He can refuse, but if the judge then directs him to answer he has no 
professional privilege to protect him, and he can be imprisoned if he 
refuses. This has happened to journalists, but not, so far, to a doctor, 
and a judge in a case recently made it plain that he did not intend to 
insist on a doctor speaking against her conscience. 2 
All the above applies to any medical evidence: the difficulties 
about psychiatric evidence are greater, and confusion occurs even 
more easily. Eminent psychiatrists before now have been entirely 
tangled up in cross-examination. A young doctor is very earnestly 
advised not to use psychiatric terms without great caution, and 


without being sure he can define them if asked to do so by 
counsel. 


RESPONSIBILITY 


In particular, questions of responsibility arise. The so-called 
McNaughton rules, for use in murder trials, set out to determine 
whether the accused knew what he was doing (the nature and quality 
of his act) and, if so, whether he knew it was wrong. There are of 
course conditions, e.g. paranoid schizophrenia, when murder could 
be committed in response to a persecutory delusion, which made it 
seem to the patient justifiable self-defence. There are other occasions 
when a patient may deny all memory of his act. If this is genuine it 
could indicate either a rare state of post-epileptic automatism, in 
which he was not responsible for violence, or a hysterical amnesia, 
occurring as a result of horror for an act for which he was at the time 
responsible. 

The concept of diminished responsibility is now accepted in 
English law, and a doctor may well be asked to express his view as to 
whether the emotional strain on a patient prevents him exercising 
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full responsibility. Th i 
5 A e suggestion of an overmastering impulse 
being open to abuse, is still looked at askance by many fi pee : 


FITNESS TO PLEAD 


The patient may be regarded by a 
i as not understand court procedure, e.g in a case again of schizo- 
phrenia, or severe subnormality. If his unfitness to plead is thought 


to be only temporary he is likely to be detained until he is fit. 


doctor as unfit to plead, since he 
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66 The future? 


PSYCHIATRIC SERVICES 


There is no doubt that the attitude of most people to psychiatric 

illness has become more tolerant and more humane. This is partly 

because modern treatment, both physical and psychological, has 

shown that it is no longer incurable nor incomprehensible. Many 

people have recovered from illness and returned happily to their 

homes and efficiently to their jobs. Further progress is to be expected 
in research and in treatment and so in popular attitudes. 

It may therefore seem that psychiatric illness will diminish a great 

r of psychiatrists with it. 

hy are various. There are 
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deal in the next decade and the numbe 
But this is most unlikely; and the reasons W. 
at present chronic patients still in hospita 
not getting the treatment they need. Menta! 
too few, psychiatric outpatient departments in 


long waiting lists and there is little sign of econo ee 
which would allow the moncy to be provided for more staff. Drugs 


may be found to cure more conditions; but even if so, it is probable 
that a great number of people will still grow UP with personality 
weaknesses and unhealthy reactions to stress for which some form 
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of psychotherapy or support is required, and an increasing number 
of people, not necessarily seriously mentally ill are themselves 
asking for psychotherapeutic help. Each rise in industrialization in 
developing countries has been accompanied by a rise in neurotic 
behaviour which has smothered the existing medical services. 
Increased standards of living do not remedy this; they may even 
create a more competitive atmosphere which makes it worse. 

It is doubtful if any National Health Service can afford to pay for 
a full psychiatric service; only the most successful citizens and their 
dependents can afford to pay for it privately. It is far easier and quicker 
to produce neurosis in a child than to train a psychotherapist and 
probably it always will be. 


PREVENTION 


Prevention must be considered even more seriously. Our under- 
standing of mental development and of the effects of stress has 
increased far faster than it has been applied. In the field of physical 
health vitamin deficiencies are rare in civilized countries; but the 
mental symptoms of lack of emotional ‘vitamins’ are still wide-spread 
and our knowledge is only beginning to be systematically disseminated. 
Research into how to apply the findings of research is still a priority. 
Parents go on making appalling psychological errors in bringing up 
their children; industrial sickness costs more in productivity than 
strikes, and much of it is neurosis and psychosomatic illness. Frustra- 
tion in work and life finds an outlet in racial prejudice and violence. 
If war begins in the minds of men, we must ask how close we are 
to race suicide. 

Education offers hope of preventing some disasters—if it can 
produce understanding of the causes and acceptance of emotional 
tension, especially of aggression, and allow some control of their 
direction, with some sense of social responsibilities. This entails 
knowledge of defence mechanisms which are built in; has psychiatry 
a part to play in assisting education here? 

Research by sociologists, anthropologists, psychologists, psycho- 
analysts, psychiatristsand biologists onthe sources of human behaviour 
and on methods of teaching may be increasingly applied. Education 
on sex is being put into practice against considerable opposition. 
Can education on aggression become equally widespread? 

Further, mental sickness in individuals is often the result of 
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living in a sick society; can psychiatry contribute to creating a 
healthier society? 


TREATMENT 

will still be with us and will need treatment. 
atry be best employed for this in the future? 
Long-term psychotherapy will always be required for selected cases 
and as a tool in research; but it can never be applied comprehensively. 
Short-term methods of treatment must be developed further, 
especially briefer forms of psychotherapy; and research into the 
process of psychotherapy and the psychology of learning on the 
one hand, and into psychopharmacology and the physiology of 
emotion and thought on the other, may lead to more effective 
psychological and physical treatment—especially if patients can be 
selected more effectively. In this the general practitioner is the 
central figure. He has opportunities for early diagnosis and treatment 
which may well deal with mildly unhealthy reactions and minor stress 
disorders and prevent more severe illness. The psychiatrist will still 
have the more severe acute and long-term cases to treat himself; 
but his equally important role will be to help the general practitioner 
with a far larger group of patients, by increasing his knowledge 


and skill. 
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The challenge before those responsible for undergraduate and 
postgraduate training is how to provide teaching programmes in 
which the biological, psychological and social aspects of medical and 
psychiatric practice are properly integrated. At the undergraduate 
level this means that students need to be shown the relevance of all 
those aspects to every patient, not only the psychiatric but also the 
general medical, surgical and obstetric patient. They need to learn 
how to interview patients as people and how to relate to them. They 
need to be taught how to understand and handle their patients’ 
physical and emotional disorders in terms of their knowledge of 
organic and psychological disease processes; they need to understand 
the nature of psychotherapeutic procedures; and lastly they need to 
become familiar with the dynamics involved in family interaction 
and wider social relationships, and with the place of the individual 
in the community. 

Training in psychiatry must be continued at the postgraduate 
level; general practitioners in particular need to be given more 
opportunity to attend refresher courses so that they can keep in 
touch with advances in the diagnosis and treatment of mental and 
psychosomatic illness, and even more important to attend seminars 
and discussion groups so that they can improve their ability to 
understand and handle their patients’ psychosocial problems. This 
has been outlined previously (see page 256). 

As psychiatrists will play a central role in all such training pro- 
grammes it is essential that in their own training the biological, 
Psychological and social aspects are given equal emphasis, so that a 
trained psychiatrist can combine all these approaches in the diagnosis, 
treatment and prevention of psychiatric illness. No doubt the 
increasing complexity and scope of psychiatry will make it more and 
more essential for psychiatrists to specialise within their own 
specialty, and especially when doing research. Some perhaps are 
more interested in the organic, others in the psychotherapeutic, and 
yet others in the community aspects of their field; but these are not 
alternative approaches—all must be integrated and applied to every 


patient according to his particular need. That has been the aim of 
this book. 
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